Vol. 21, No. 1 T 4 
SEPTEMBER-OCTOBER 
1961 ‘4 


MEDICAL JOURNAL 


AND i 


INTER-ISLAND NURSES’ BULLETIN 


COMPOUND-65 


Usual Dosage: 1 Pulvule® three or four times daily. 
TABLE OF CONTENTS 


Page 6 


i 
| ‘ 
GIVES 
Y 
Ty 4 4 a 
| relief from the acute pain of trauma 
o (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


EPILEPSY. 


HAS 


ee: 


With proper medical management and adequate 
control of seizures, epileptic persons may lead pro- 
ductive, functioning lives.'? To implement this goal, 
many clinicians have come to rely on DILaANTIN for 
outstanding control of grand mal and psychomotor 
attacks. For example, when DILANTIN was adminis- 
tered to 12 patients,’ all but one remained seizure- 
free in the hospital after the diphenylhydantoin 
blood level had reached its maximum. This patient 
experienced a single convulsion but had “...no 
further seizures during the subsequent three and 


& ® a half months of observa- 
tion.” DiLaANTIN SopiuM 


(diphenylhydantoin sodium, 
i | HELPS KEEP Parke-Davis) is available in 
‘ HIS SEIZURES several forms, including 
a IN CHECK Kapseals, 0.03 Gm. and 0.1 

Gm., bottles of 100 & 1,000. 
other members of the PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
for grand mal and psychomotor seizures: PHELANTIN® 
Kapseals (Dilantin 100 mg., phenobarbital 30 mg., 
desoxyephedrine hydrochloride 2.5 mg.), bottles of 
100. for the petit mal triad: MiLontin” Kapseals 
(phensuximide, Parke-Davis) 0.5 Gm., bottles of 
100 and 1,000; Suspension, 250 mg. per 4 cc., 
16-ounce bottles - CeELontin’ Kapseals (methsuxi- 
mide, Parke-Davis) 0.3 Gm., bottles of 100. 
ZARONTIN® Capsules (ethosuximide, Parke-Davis) 


0.25 Gm., bottles of 100. See medical brochure for 
details of administration, precautions, and dosage. 


(1) Carter, $.: M. Clin. North America 37:315, 1953. 


(2) Maltby, G. L.: J. Maine M. A, 48:257, 1957. PARKE-DAVIS 


(3) Buchthal, F.; Svensmark, O., & Schiller, P. J.: Arch. 


Neurol. 2:624, 1960. 59661 PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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relieves cough and associated symptoms 
WHENEVER COUGH THERAPY in 15-20 minutes « effective for 6 hours or 
wae Jonger = promotes expectoration = rarely 
1mm, Average adult dose: One teaspoonful after meals and at 
COMPLETE Rx FOR COUGH CONTROL vestime. May be habit-forming. Federal law permits oral 
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Three of these women have vaginitis (trichomonal, monilial 
or mixed). Only comprehensive therapy can reach all three. 


For every 2 cases of vaginitis caused by Trichomonas vaginalis alone, there is usually 1 case caused by 
Candida (Monilia) albicans, Haemophilus vaginalis, or mixed infection involving several pathogens. !-* 


You can reach all of these vaginitis patients with the comprehensive vaginal preparation effective against 
C. albicans, H. vaginalis and other bacterial pathogens, in addition to T. vaginalis. 


1. Powper for weekly application in your office: FUROxONE® (furazolidone) 0.1% and Micorur® (nifuroxime) 0.5%, in an acidic water- 
dispersible base. 15 Gm. plastic squeeze bottle. 2. SupposiToriEs for continued home use: first week 1 in the morning and 1 on retiring. 
After first week, 1 at night may suffice. Continue treatment during menses and throughout menstrual cycle and for several days there- 
after. Contain Micorur 0.375% and FuroxoneE 0.25% in a water-miscible base. Boxes of 12 or 24 suppositories with applicator. 


| 1. Coolidge, C. W.; Glisson,C.S., Jr.,and Smith, A. A.:].M.A. Georgia 
| , 48:167 (Apr.) 1959. 2.Ensey, J.E.:Am.J. Obst. & Gynec. 77:155 (Jan.) 1959. 
3.Frech,H.C.,and Lanier, L.R., Jr.:J.M.A. Georgia 47:498 ( Oct.) 1958. 
EATON LABORATORIES ® 
Division of The Norwich Pharmacal Company 
NORWICH, NEW YORK 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins in truly 
therapeutic amounts: 


Vitamin A ....... 25,000 U.S. P. Units 
Vitamin D ........ 1000 U.S.P. Units 
Thiamine Mononttrate. ......... 10 mg. 
10 mg. 
Niacinamide ..... 100 mg. 
Pyridoxine Hydrochloride ........ Omg. 
Calcium Pantothenate ......... .20mg. 


Vitamin B,. 


SQUIBB aE Squibb Quality—the Priceless Ingredient 
y “Theragrar is a Squibb trademark 


utrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state9® 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. ° 2. Kampmeier, R. H.: Am. J. Med. 25:662 (Nov.) 1958. 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy .. .’”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958. 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. National Academy of Sciences and National Research Council, Washington, D.C., 1952, p. 57. 


degenerative disease S “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


76 
American adult. 6. Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition. J. B. Lippincott, Philadelphia, 1954, p. 264. 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.” 7. coidsmitn, a. 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ...There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.””® 
8. Duncan G.G.: Diseases of Metabolism 4th edition W. 8. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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With the G-E Patrician “200” diagnostic x-ray 
package, you can enjoy savings and still not 
sacrifice needed power. This is important. For, 
only ample x-ray output will assure you ex- 
posure speed sufficient to overcome common 
motion-blurring problems. The Patrician com- 
bination provides this and more in every detail 
for radiography and fluoroscopy. For example: 
full-size 81” tilting table . . . independent tube- 
stand . .. counterbalanced (not counterpoised) 
fluoroscopic screen or spot-film device .. . fine 
focus x-ray tube . . . fluoroscopic shutter-limit- 
ing device to confine radiation to screen area 


RESIDENT REPRESENTATIVE 


,..Motion-stopping radiographic speed 
is built into every Patrician “200” 


. +. automatic x-ray tube overload protection. 

Ask about renting: Through the G-E 
Maxiservice® plan, you can have this com- 
plete Patrician “200,” plus maintenance, parts, 
tubes, insurance, and paid-up local taxes — 
all wrapped-up by a modest monthly fee. 
Details available from your G-E x-ray repre- 
sentative listed below. 


Progress ls Our Most Important Product 


GENERAL ELECTRIC 


HONOLULU 
W. N. JOHNSON 


745 Fort St. * P.O. Box 3230 ¢ Phone 58-511 


HAWAII MEDICAL JOURNAL 


| POWERFUL DIFFERENCE 
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relax painful skeletal muscle spasm with 


ROBAXIN 


Methocarbamol ‘Robins’ S. Pat. No. 2770649 INJECTABLE 
WITHOUT DROWSINESS assure continued relaxation with 


Methocarbamol ‘Robins’ TA B 7 E TS 


Published studies show Ropaxin Injectable and Ropaxin Tablets beneficial 
in 90% of cases tested. 


Literature available to physicians on request. 
SUPPLY: Ropaxin Tablets, 0.5 Gm. (white, scored) in bottles of 50 and 500. Ropaxin 
Injectable, each ampul containing 1.0 Gm. of methocarbamol in 10 cc. of sterile solution. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow's with persistence 


| iin minutes 
: 


a 
| When the Wim 
PUrsUit Of Success 
—_— 


leads to visceral distress... 
restore normal smooth muscle function 
through dependable autonomic sedation 


The uniformly dependable antispasmodic-sedative action of DONNATAL 
relieves hypermotility, hypertonicity and spasticity of smooth muscle 

at all levels of the gastrointestinal tract: pharynx, esophagus, stomach, small 
intestine and large intestine. 


Donnatal incorporates natural belladonna alkaloids in optimal synergistic 


ratio, supplemented by phenobarbital in low dosage, for concurrent control of 
both somatogenic and psychogenic factors. 


For dosage flexibility — 


® TABLETS 
i ) CAPSULES 
ELIXIR 


Antispasmodic maintenance under a t.i.d. dosage regimen 


Vy 
For prolonged effects — Robins. 


All-day or all-night spasmolytic benefits on a single dose, equal to the effect of one DONNATAL tablet uniformly sustained for 10 to 12 hours. 


N 
In each Tablet, In each 


Capsule, or 5 cc. Elixir Extentab 


Hyoscyamine sulfate 0.1037 mg. 0.3111 mg. 
Atropine sulfate 0.0194 mg. 0.0582 mg. 
Hyoscine hydrobromide 0.0065 mg. 0.0195 mg. 
Phenobarbital (C/A ger.) 16.2 mg. (% gt.) 48.6 mg. 


DONNATAL & [ai co..ine. 


RICHMON 
natural belladonna alkaloids with phenobarbital RICHMOND 20, VIRGINIA 


Making today’s medicines with integrity. . . 


Prescribed by more physicians than any other antispasmodic seeking tomorrow's with persistence 
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DEMONSTRATED 
HEMATOLOGIC RESPONSE* 


SIMILAC 
WITH IRON’ 


12 mg of ferrous iron per quart of formula 


*In a comparative study, 
infants fed 
SIMILAC WITH IRON 


achieved “higher values 


for hemoglobin, hematocrit Assured iron intake 

and serum iron, after 3 to P S 

3% months of age, and in every formula feeding 

these values continued 

to be significantly higher @ to maintain iron stores 

throughout the 9-month 
to protect against iron deficiency 
Marsh, A.K., et al.: @ to support the usual diet 

Pediatrics 24:404, 1959. 


in the green can in the yellow can 


Wrrn | RC IN 
Puredered 


for the early when iron is 
months of life indicated in infancy 


Available as powder, in 1 lb. cans with measuring cup, or as liquid, 
in cans of 13 fl. oz. Economical— providing sound nutrition for good 
growth at less than one penny per ounce of feeding. 


M&R DIETETIC LABORATORIES INC. Columbus 16, Ohio 
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antibiotic resistant STAPHy.ococci are killed by 


2EPEH IR in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 
Preoperative preparation e« Scrub-up e Surgical dressings e« Wound irrigation e Sterile 
storage of instruments e Furniture, wall, and general sickroom disinfection e« Laundry 

WINTHROP LABORATORIES, NEW YORK 18, 
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IN FUNCTIONAL G.I. AND 
BILIARY DISTURBANCES 

... TO EACH PATIENT 
ACCORDING TO THE NEED 


DECHOLIN-BB 


Hydrocholeretic « Antispasmodic « Sedative...to reduce 
TENSION and anxiety-induced dysfunction of G.I. and bili- 
ary tracts...and also relieve both smooth-muscle spasm and 
biliary/intestinal stasis 


(Warning—may be habit forming) 

dehydrocholic acid, AMES ..............4. 250 mg. (3% gr.) 


DECHOLIN 
with Belladonna 


Hydrocholeretic—Antispasmodic...to relax SPASM of 
smooth muscle of G.I. tract and sphincter of Oddi...and 
also counteract biliary/intestinal stasis 


dehydrocholic acid, AMES ............... 250 mg. (3% gr.) 


DECHOLIN 


Hydrocholeretic...to combat STASIS in bowel and biliary 
tract...by activating biliary function with a greatly increased 
flow of aqueous “therapeutic” bile 


dehydrocholic acid, AMES ............... 250 mg. (3% gr.) 


stasi 
Average adult dose: 1 or, if necessary, 2 tablets three times daily. 


Side effects: Decno.in by itself, or as an ingredient, may cause transitory diarrhea. Belladonna in AM ES 
DecHOoUIN with Belladonna and DecHoL_IN-BB may cause blurred vision and dryness of mouth. 


COMPANY, INC 
Contraindications: Biliary tract obstruction, acute hepatitis, and (for DecHoLIN with Belladonna and Elkhart « Indiana 
DEcCHOLIN-BB) glaucoma. Toronto Canado 


Precautions: Periodically check patients on DECHOLIN with Belladonna and DecHo.In-BB for increased 
intraocular pressure, Also observe patients on DecHoLIN-BB for evidence of barbiturate habituation or 
addiction, and warn drivers against any risk of drowsiness. 

Available: DecHoutn-BB, in bottles of 100 tablets; DEcHOLIN with Belladonna and DecnHo in, in bottles of 
100 and 500. 
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Y oeeaiin a lot of satisfaction in pointing out some- Tareyton delivers the flavor... 
thing good to a friend. That’s why it sometimes DUAL FILTER DOES IT! 
happens that one cigarette out of a pack of Dual Filter : HERE’S HOW: I. It combines a 
Tareytons never does get smoked. y unique inner filter of ACTIVATED 

CHARCOAL .. . definitely proved to 

People open it to show its remarkable Dual Filter ¥ ; make the taste of a cigarette mild and 
containing Activated Charcoal. They may not know Pfam smooth ... 

why it works so well, but they do know this: it brings < 2. with a pure white outer filter. To- 

out the best taste of the best tobaccos. Yes, Tareyton Sh, gether they select and balance the 


delivers the flavor . . . and the Dual Filter does it! 
Y *, flavor-balance gives you the best 
Try a pack of Dual Filter Tareyton. We believe the 2s.> taste of the best tobaccos, 


extra pleasure they bring will soon have you passing 
the good word to your friends. 
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ISOLYTE* SOLUTIONS Composition per Liter 
Dextrose Milliequivalents Ce 
Gm. |Na* | Kt | Cat+ |Mg*t+ | NH,* | Cl- | | Acet- |Cit? | HPO, 
Isolyte® M Maintenance with 
5% Dextrose 50 40 35 40 20 _ 15 180 400 


For routine maintenance in 
adults and older children 


Isolyte P_ Pediatric Maintenance 
For routine maintenance in 
infants and younger children 


25 | 20 ~ 3 _ 22 


Isolyte E Extracellular 
Replacement in Water 


For replacement of intravascular, 140 | 10 5 3 oo 103 - 47 8 = 10 320 
interstitial, transcellular 

losses other than gastric 

Isolyte E Extracellular 

Replacement with 5% Dextrose 50 140 | 10 5 a - 103 47 8 ~ 180 


For use as above 


570 


Isolyte G Gastric Replacement 
with 10% Dextrose 


100 63} 17] 70 =|150 - 340 800 
For replacement of gastric loss 
due to suction or vomiting 
Also 2 New Potassium Solutions: 
Kadalex®t (20 mEq. K* and 170 | 290 


Cl-/L.) 0.15% Potassium Chloride 
with 5% Dextrose in Water 


Kadalex M (40 mEq. K* and 
0.3% Potassium Chloride 
with 5% Dextrose in Water 


170 


330 


Family 


_ SIMPLIFIES COMPLETE ELECTROLYTE THERAPY 


4 


system 


the finest 
parenteral 


the new 


DON BAXTER, 


INC. * GLENDALE, CALIFORNIA 


| | | 
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effective, palatable, economical 


CREMOSUXIDINE® [SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 


Chocolate-mint flavored...readily accepted by patients of all ages. 
Additional information on CREMOSUXIDINE is available to physicians on request. 


mQo MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


CREMOSUKIDINE AND SULFASUXIDINE ARE TRADEMARKS OF MERCK &CO., INC. 
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‘ANTEPAR’ TABLETS ‘ 
‘ANTEPAR’ WAFERS 
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Without staining + vomiting enemas | 
“ANTEPAR’ SYRUP 
(100 mg. per ct. 
Fiperazine Citrate, 
scored 
|, 
adda BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
18 


MOTHER 
CONSULTS 
THE DOCTOR. 


important first months | 


™ ” THE DOCTOR PRESCRIBES the dilution and carbohydrate adjustment 
. for each baby’s needs, with Carnation-the flexible formula mitk. 
(arnation 


THE DOCTOR DECIDES the proper time and amounts of 
iron, Vitamin C and other supplementation for each individual. 


THE BABY THRIVES-as babies have for generations on natural 
EVAPORATED cow's milk in its soft-curd form, with protein and other nutrients 
at /Jeve/s proven adequate by 30 years of successful feeding 
with the Carnation Evaporated Milk formula. 


‘from Contented Cows" 


Ready-prepared, for convenience. Carnalac is Carnation Evaporated Milk with its added VitaminD, 
plus carbohydrate. The mother just adds water. Diluted 1:1, Carnalac provides 2.8% protein, 7.1% 
carbohydrate, 3.2% fat, 400 |.U. Vitamin D per reconstituted quart, 20 calories per fluid ounce. 
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the ultimate in performance 


THE JAGUAR XK-E is a new model and new dimension in automotive performance. This 
new car is the result of the meticulous attention to detail traditional with Jaguar. It is one 


of the fastest production cars ever offered for public sale, featuring unique construction de- 
sign and advanced engineering. 


THE JAGUAR 3.8 SEDAN, available now at UNIVERSAL MOTORS, is an exciting new 
luxury car of modern dimensions that unites the vitality and spirit of a sports car with the 
form and function of a family sedan. The 3.8 has the XK engine to give it dynamic accel- 
eration and sustained power. See and drive the beautiful JAGUAR 3.8 today. 


MOTOR 


410 Atkinson Drive 737 Kailua Road 
Phone 91-141—91-146 Phone 268-141 
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New evidence*demonstrates the effectiveness of Terra- 
mycin in otitis media . . . another reason for the trend 
to Terramycin. 


In a series of 41 cases of otitis media, Terramycin not 
only “was often successful where other antibictics 
had failed,” but also showed that “‘it is extremely well 
tolerated”; oral dosage for infants was 250 to 375 
mg. daily, for children, 500 mg. to 1 Gm. In many 
instances, oral therapy was preceded by intramus- 
cular injection of Terramycin. 


The authors concluded that “there is good reason 
to consider it [Terramycin] one of the most effective 
agents for treatment of infection of the upper respira- 


tory tract.” 


These findings confirm the continuing vitality and 
broad-spectrum dependability of Terramycin, as re- 
ported through more than a decade of extensive clini- 
cal use. 


The dependability of Terramycin in daily practice 
is based on its broad range of antimicrobial 
effectiveness, excellent toleration, and low order 

of toxicity. As with other broad-spectrum 
antibiotics, overgrowth of nonsusceptible organisms 
may develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility testing 


Glossitis and allergic reactions are rare. Aluminum 
hydroxide gel may decrease antibiotic absorption 
and is contraindicated. 


OXYTETRACYCLINE WITH GLUCOSAMINE More detailed professional information available on request. 


SYRUP PEDIATRIC DROPS another reason why the trend is to 


125 mg. per tsp. and § mg. per drop (100 mg./cc.), respectively Terramycin—versatility of dosage form: 


deliciously fruit-flavored aqueous dosage forms — TERRAMYCIN Capsules— 
conveniently preconstituted 250 mg. and 125 mg. per capsule— 
pit ow _ for convenient initial or maintenance 
therapy in adults and older children 
Science for the world’s well-being® TERRAMYCIN Intramuscular Solution— 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 50 mg./cc. in 10 cc. vials; 100 mg. and 
, 250 mg. in 2 cc. ampules—preconsti- 
New York 17, N. Y. 
tuted, ready to use where intra- 
* Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961. muscular therapy is indicated 
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Science for the world’s well-being® 


Dear Doctor: 


Reports from our representatives indicate that many physicians would appreciate 
simplification for prescription-writing purposes of the names of Terramycin products in 
both the “plain” and the “Cosa” dosage forms. 


The “Cosa” forms originated, you may recall, on the basis of clinical evidence of enhanced 
antibiotic absorption when glucosamine is employed in oral administration. To permit each 
physician individually to study this evidence and choose which form he would prefer to 
prescribe, we offered Terramy cin in both forms—that is, in the regular Terramycin forms 
without glucosamine, and in the “Cosa” forms with glucosamine. 


This distinction appears to be no longer necessary since glucosamine, a highly acceptable 
excipient for oral antibiotics, now is being incorporated uniformly in all such forms, 
thereby simplifying nomenclature and your prescription writing. 

Accordingly, and effective immediately, forms incorporating glucosamine will be offered 
simply as Terramycin without the “Cosa” prefix. 


To make clear just which forms are affected, please refer to the brief tabulation (below) 
of Terramycin dosage forms both before and after this change. We are also requesting our 
representative to call on you at an early date to answer any questions that may arise. 


We feel certain that this action, prompted by your comments and those of many other 
physicians, will simplify your writing of prescriptions for Terramycin products. 

We welcome your comments on this action and on any other phase of our operations, 
since it is our objective to render every service as efficiently as possible to our friends 
in the medical profession. 

Sincerely, 

PFIZER LABORATORIES 


The following table indicates the former name and the current name of Terramycin 
systemic preparations: 


FORMERLY NAMED NOW NAMED 

Cosa-Terramycin® Capsules Terramycin® Capsules* 

Cosa-Terrabon® Oral Suspension Terramycin Syrup 
_Cosa-Terrabon Pediatric Drops Terramycin Pediatric Drops 
and simpler names for these Terramycin-comtaining formulations: 

Cosa-Terrastatin® Capsules =| Terrastatin® Capsules 

Cosa-Terrastatin for Oral Suspension Terrastatin for Oral Suspension 
Cosa-Terracydin® Capsules i Terracydin® Capsules 


. and these names remain unchanged : 
Terramycin Intramuscular Solution 
Terramycin Intravenous 


%*Terramycin Capsules without glucosamine are no longer available. 


The clinical versatility of Terramycin is enhanced by its specialized dosage forms adaptea 
to individual needs—another reason for the trend to Terramycin, 
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PALI MEDICAL BUILDING 


1834 NUUANU AVENUE 
5,600 sq. ft. of Office Space © 8,700 sq. ft. Parking Area 
CLOSE TO HOSPITALS 
ONLY 2,000 SQ. FT. STILL AVAILABLE 


CALL AT ABOVE ADDRESS OR PHONE 54-578 


Will be ready for occupancy after December 31, 1961 
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THIS THE 
COLOR 
PROTECTION 


BETADINE-—The only 

germicide whose color indicates 

a germ-free environment—provides 
lasting protection and is the most 
potent non-irritating topical 

antiseptic known. 


for the first time... 

a universal microbicidal agent 
that does not sensitize 

or retard healing 


Kills bacteria, viruses, fungi, yeasts and 
protozoa oncontact. Non-injuriousto skin, 
exposed tissue or mucous membranes. 


Products available: Betadine Solution » Betadine 
Aerosol Sprays Betadine Vaginal Douche » Betadine 
Vaginal Gele Betadine Shampoos Betadine Ointment 
« Betadine Swab Aids « Betadine Surgical Scrub « 

uA TAILBY-NASON COMPANY, INC. 
Established 1905 350 Fifth Ave., N.Y. 1,N.Y. 

etr Literature on request 
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COVERMARK 


The waterproof, sunproot 
; preparation called the 
conceals —% births “modern miracle” in Read- 


marks, scar tissue (includ- er’s Digest. 
ing burns), all other dis- 
colorations Easily and quickly applied, 


COVERMARK conceals all 
skin discolorations — birth- 
marks, brown and white 
patches, unsightly veins, 
2 burns, scars, age spots and 
- covers completely Vitiligo even freckles. 
Doctors report that all (brown andwhite patches) 
blankets are. danger- Creator of world-famous Original Spotstik; 
ous germ breeders. L.O.L. for troubled skin 
Spray your blankets m 
with hospital proved y (cary 
perma/chem the germ 
killer that sprays on— OF HAWAII 


Stays on for weeks 1010 ALAKEA ST., ROOM 202 
and weeks. 


Distributed in Hawaii by Phone 54-704 


Pacific West Distributors, Ltd 


Pharmaceutical Service is Our Business 


“FASTEST DELIVERY SERVICE” 


For your needs in- 


PHARMACEUTICALS 

SURGICAL INSTRUMENTS 

SURGICAL EQUIPMENT 

DISPOSABLE HYPO-NEEDLES & SYRINGES 
SURGICAL DRESSINGS 

MEDICAL LABORATORY SUPPLIES 


Call 63-641 © Drug Dept. 
VON HAMM-YOUNG MERCANTILE CO., INC. 
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DEADLY 
HOUSEHOLD 
GERMS 
STOPS MILDEW, 
PROTECTS FOR WEEKS 
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The cigarette that made the Filter Famous! 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor .. . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P. LORILLARD CO, 


A PRODUCT OF P. LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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In Spastic Colon: ‘Combid’ Spansule capsules relieve 


psychic as well as physical factors. Anxiety and tension—the usual causes of 
spastic colon—are controlled. At the same time, spasm is relieved in the 
colon itself. 


The ‘Combid’ regimen: one dose q12h. 


For complete information, see Physicians’ Desk Reference or your SK&F 
representative. Complete information is also on file with your pharmacist. 


Smith Kline GS French Laboratories 


Combid’ Spansule® 


brand of prochlorperazine brand of sustained 
and isopropamide release capsules 
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NEW 


Dimetapp Extentabs 


let your sinusitis, allergy and U.R.I. patients breathe easier! 


pimetape Extentabs contain Dimetane®(parabromdylamine [brompheniramine] maleate) 12 mg., 
phenylephrine HCl 15 mg., and phenylpropanolamine HCI 15 mg., a proved antihistamine and two 
outstanding decongestants. The dependable Extentab form provides sustained relief from the 
stuffiness, drip and congestion of sinusitis, colds and U.R.|. for 10-12 hours with a single dose. 


RICHMOND 20, VIRGINIA 
SEEKING TOMORROW'S WITH PERSISTENCE 


A. H. ROBINS CO., INC. 
MAKING TODAY'S MEDICINES WITH INTEGRITY 
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In 1961, you, the nation’s physicians, will diagnose 
an estimated 70,000 cases of cancer of the colon and rectum. 
Although potentially this is a highly curable cancer, 


each year more than two thirds of such patients 
die of the disease. Thousands are lost needlessly. 
They could be saved by proper medical treatment of the disease, 


found by annual examination, in its presymptomatic 


and most curable stage. The regular health checkup 


and alertness to first symptoms are great life-savers. 


To help bring such patients to you in time, 


the American Cancer Society has developed 


a forceful, comprehensive public education 
program on cancer of the colon and rectum. 
The Society’s newest film, Life Story 
dramatizes for the public the importance 
of the inclusion of digital and 


PROCTOSCOPIC 
EXAMINATIONS 

IN THE ANNUAL 

HEALTH CHECKUP 


In this, as in the preparation of all 

of its life-saving educational materials, 
the Society is aided by the best 
medical and lay experts available. 


The physician and the layman 
in the American Cancer Society 
are truly partners for life. 


AMERICAN CANCER SOCIETY 
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Cherniack and Cherniack— 


Respiration in Health and Disease 


A New Book! This fresh and unconventional ap- 
proach to the understanding of respiratory disorders 
bridges the gap between the technical treatises on 
Pulmonary Physiology and the purely descriptive text- 
books of Respiratory Diseases. It explains the mecha- 
nisms by which pathologic processes produce clinical 
findings. The authors first provide you with a sound 
understanding of the normal functioning of the respira- 
tory system, and then build on this base an explanation 
of important types of respiratory disorder, the mech- 
anism of development of each type of disorder, and the 
way in which such disorders produce symptoms and 


A New Book! This highly authoritative presentation 
is devoted solely to the cervix uteri and its diseases. 
Special attention has been directed to diagnosis, clinical 
manifestations, and both medical and surgical treat- 
ment. A richly illustrated introductory section empha- 
sizes clinical implications and applications of anatomy, 
embryology and physiology. Diagnostic procedures are 
illustrated and meticulously described. Dr. Fluhmann 
explains techniques of office examination, cytologic 
study, analysis of cervical secretions, the Shiller test, 
tissue biopsies, colposcopy and _ roentgenographic 
study. Coverage of carcinoma in situ and of invasive 


A New Book! This sharply clinical book takes up 24 
problems which currently cause difficulty in the safe 
delivery of mother and child. Based on the present 
viewpoints and plans of management in effect at the 
Boston City Hospital and the Boston Lying-in Hospital, 
it reflects the authors’ own extensive experience in 
handling some of the most difficult and controversial 
situations in clinical obstetrics. You'll find full coverage 
of such timely problems as: Heart disease in pregnancy 
—Urinary tract infections—Blood incompatibilities— 
Pelvic tumors in pregnancy—Abortion—Tubal preg- 
nancy—Cesarian section—Analgesia and Anesthesia— 
Prolonged labor—Abnormal presentations—The use 


Flunhmann —The Cervix Uteri 


Tenney and Little— Clinical Obstetrics 


Order from W.B. SAUNDERS COMPANY 
West Washington Square, PhiladelphiaS 


Please send and charge my account: 
( Cherniacks’ Respiration in Health and Disease, about $11.50 
() Fluhmann’s The Cervix Uteri, about $12.50 

OO Tenney & Little’s Clinical Obstetrics, about $9.00 


signs. Throughout the text the various explanations are 
illustrated by a series of diagrams and line drawings 
which interpret the authors’ ideas with remarkable 
clarity. You'll find coverage of scores of specific dis- 
eases including: Bronchial asthma—Atelectasis—Cysts 
of the lung—Pulmonary hypertension—Pleural effu- 
sion—Herniation of the mediastinum—Manifestations 
of diaphragmatic disease—Respiratory insufficiency. 


By Reusen M. Cuerniack, M.D., Assistant Professor of Medicine; 
and Louts Cuerniack, M.D., Assistant Professor of Medicine. 
Both at the University of Manitoba, Winnipeg, Canada. About 448 
New—Just Ready! 


pages, 6”x914”, illustrated. About $11.50. 


carcinoma is exhaustive. You'll find surgical treatment 
described and illustrated in precise detail. Criteria for 
making a choice between radiation and surgical man- 
agement is analyzed from every point of view. The 
final section on The Cervix During Pregnancy dis- 
cusses the Incompetent Cervix, Malignant Neoplasms 
during Pregnancy, Traumatic Lesions, etc. 


By C. Frepertc FLunMann, B.A., M.D., C.M., Chief in Obstetrics 
and Gynecology, Presbyterian Medical Center, San Francisco; 
Clinical Professor of Obstetrics and Gynecology, Stanford Univer- 
sity School of Medicine. 556 pages, 5/2”x10”, with 447 illustra- 
tions. About $12.50. New—Just Ready! 


of low forceps and episiotomy—Prematurity—etc. In 
each discussion the authors first present the essential 
features of the problem itself, with indications as to its 
frequency and importance. They then go on to describe 
the clinical aspects of the condition with rich detail on 
recognition, diagnosis, differential diagnosis, manage- 
ment and prognosis. 


By Benjamin Tenney, M.D., Director, Department of Obstetrics 
and Gynecology, Boston City Hospital; Clinical Professor of Ob- 
stetrics, Harvard Medical School; and Brian Litrie, M.D., Boston 
Lying-in Hospital; Instructor in Obstetrics, Harvard Medical 
School. About 500 pages, 6'.”x934”, with 100 illustrations. About 

.00. New—Ready in September! 
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PROFESSIONAL SERVICES, INC. 
CARL F. SPEAR 1481 South King Street 
Honolulu 14, Hawaii 


Wedical Telephone 996-195 


Specializing in Doctors’ 
Accounts Receivable Billing 


Bookkeeping 
and 
é Specialist Insurance Claim Processing 


Personalized Seruices for Professional People 2 our Specialty 


1-15 


JAMES 
STEWART, JAMES Y. 1234 ANNA 
1218 South Beretania Street MELONIE 


Honolulu 14, Hawaii JOHN 


HM S 21-00-1642/401295/87/2 (ANNA) 


4 5.00 
33161 12348 45.00 
SEP-261 12344 11.01 # 4.00 
SEP =2 61 11.06 # 2.00 51.00*¢< 51.00 
SeP-5 61 12344 1101 # 4.00 
SEP -5 61 14.01 # 4.00 
SEP -5 61 14.07 # 3.00 
SEP ~5 61 96 # 10.00 5200#< 52.00 
SEeP-76) 12.34% 14.01 #4 4.00 56.00*< 56.00 
SEPi461 12.34 # 97 # 21.00 3500 


Many Physicians are losing thousands of dollars each year due to the inaccuracy of hand- 
written Accounts Receivable records. This is because of the well-known fact that there are 
many weaknesses in hand-written methods of posting. 


The only answer for the Doctors’ problem lies in efficient handling of his Patients’ Accounts 
through the use of a “System” which keeps him informed of his financial condition at all times. 


Professional Services, Inc. provides the advantages of an efficient “System” which maintains 
accurate “Control” over the Doctor’s income. 


The most important part of this “System” is the accurate, up-to-date record of each Patient’s 
Account WHICH IS RETAINED IN THE DOCTOR’S OFFICE at all times. Without such a record it is 
most difficult to maintain “Control” over the Accounts. 
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Perhaps you have hesitated to prescribe the 
benefits of a topical steroid because of con- 
cern about effectiveness or high cost. 


Perhaps you have felt that the usual packag- 
ing of topical steroids provides inadequate, 
uneconomical quantities to suffice for a com- 
plete course of treatment. 


If any of these considerations reflects your 
thinking, we believe you will be interested to 
learn that a truly effective and reasonably 
priced topical steroid now is available for 
your patients with dermatologic disorders... 
DILODERM™ Cream (brand of dichlorisone 
acetate). 


As to effectiveness, here is what a recent re- 
port* stated on the use of DILODERM in 53 
cases of poison ivy dermatitis: “A satisfac- 
tory response... was seen in all cases. There 
were no cases of primary irritation or other 
side effects....” 


As a matter of fact... you will find not only 
that DILODERM Cream is exceptionally bene- 
ficial in a wide variety of dermatoses respon- 
sive to topical steroids, but ulso that it costs 
less in most instances than generic hydro- 
cortisone creams. In addition, DILODERM af- 
fords even greater savings over other topical 
steroids. Actually, the 15 Gm. tube of 
DILODERM Cream costs less than virtually all 
all other topical steroid preparations now 
prescribed. 


As a matter of economy...the 15 Gm. tube of 
DILODERM is ideally suited for the treatment 
of large skin areas or extensive lesions. It 
covers more with less waste ; it provides three 
times as much medication for only slightly 
more than double the cost of a small 5 Gm. 
tube of unbranded hydrocortisone. 


We believe your patients with dermatoses 
will appreciate the significant savings 
DILODERM Cream affords, and that you, too, 
will agree... DILODERM in the 15 Gm. tube is 
effective, economical in price, and even more 
economical in use. 


Also available: DILopeERM Cream, 5 Gm. tube; NEo- 
DILoDERM® Cream 0.25%, 5 and 15 Gm, tubes ; DILODERM 
and NEo-DILODERM Foam, 10 Gm. dispensers ; DILODERM 
and NEo-DILODERM Aerosols, 50 Gm. containers. 


*Gant, J. Q., Jr.: M. Ann. District of Columbia 30 :267, 
1961. 
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concern about 
effectiveness or 
high cost has 
kept you from 


prescribing 
any topical 
steroid... 


THESE FACTS 
MAY CHANGE 
YOUR MIND 


For complete details, consult latest Schering literature available from your Schering Representative 
or Medical Services Department, Schering Corporation, Bloomfield, New Jersey. 
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Zentron . comprehensive liquid hematinic 


corrects iron deficiency * restores healthy appetite *« helps promote normal growth 


“underweight, easily fatigued, anorexic—because of mild anemia 


Each 5-ce. teaspoonful provides: 
Ferrous Sulfate (equivalent to 
20 mg. of iron) . . mg. 
Thiamine Hydrochloride (Vitamin B:). . . 1 mg. 
Riboflavin (Vitamin 1 mg. 
Pyridoxine Hydrochloride (Vitamin Bs) . 0.5 mg. 
Vitamin By: Crystalline (tins) 
Pantothenic Acid (as d-Panthenol) . . . . 1 mg. 
Nicotinamide . 


mg. 
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Ascorbic Acid (Vitamin C) 

Alcohol, 2 percent. 

Usual dosage: Infants and children —1/2 to 
1 teaspoonful (preferably at mealtime) 
one to three times daily. 


35 mg. 


Adults—1 to 2 teaspoonfuls (preferably 
at mealtime) three times daily. 


Zentron™ (iron, vitamin B complex, and vitamin 
C, Lilly) 119349 
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Sarcoidosis in Hawaii: 
Why Doesn’t It Occur? 


N 1959, Harbinson! was not able to find a 

single documented case of sarcoidosis in an in- 
dividual born in the State of Hawaii. The year 
before, Laing? found 
sarcoidosis to be a 
common disease in 
New Zealand. It seems 
likely that if we under- 
stood the reason for 
this difference in the 
incidence of the dis- 
ease in these two is- 
land groups, which are 
in so many other re- 
spects similar, we 
would have in our 
hands the key to the 
etiology of this myste- 
rious disease. 

The prevalence of the disease in New Zealand 
has been confirmed by Mackay* and Reid and Geb- 
bie.* It was felt worthwhile to undertake a more 
intensive search for cases in the Hawaiian Islands, 
in order to confirm Harbinson’s work. 


DR. BROWN 


Results 


On November 21, 1958, a folded postcard was 
sent to all the physicians in the State who were 
registered with the Hawaii Medical Association. 
On the detachable and returnable portion of the 
card it stated simply “I remember seeing a diag- 
nosed case of sarcoidosis, Boeck’s sarcoid, or sar- 
coid in the Territory of Hawaii.’’ A space was left 
for the physician to mark “yes” or ‘‘no.”” He was 
then asked to sign his name. 

Five hundred and ten of these postcards were 
~ Presented at the Quarterly Regional Meeting of the American Col- 
lege of Physicians, Honolulu, Hawaii, November 3, 1960. 

1 Herhiane, J. A.: Sarcoidosis in Hawaii: Case report and discus- 
sion, Haw. Med. J. 18:496-500 (May-June) 1959. 

2 Laing, M. arcoidosis: The incidence found by mass radiog- 


raphy, N Zeal. Med. J. 57:593 (Dec.) 1958. 
8 Mackay, J. B.: Sarcoidosis: A report of 34 cases, Ibid. 581-588. 
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Sarcoidosis, mysteriously, does not occur 


in Hawaii. Possible reasons are reviewed. 


DONALD W. BROWN, M.D., Honolulu 


mailed. By October 26, 1959, one year later, 303 
had been returned. Of these, 275 physicians had 
answered “no.” When the answer was “‘yes’”’ the 
physician was contacted personally in order to ob- 
tain more details. 

On further questioning, several of the positive 
answers were found to be erroneous. Several others 
were from physicians who had seen cases in con- 
sultation at Tripler Army Hospital. These cases 
will be mentioned below. One physician had a 
submaxillary lymph node removed from a teen-age 
boy with lepromatous leprosy because of its large 
size. The pathological diagnosis in this case was 
that it was a “‘sarcoid lesion.” There was no other 
evidence of sarcoidosis in the case. Two physicians 
remembered seeing a patient in 1938 who had 
lived in Hawaii all his life and who had cutaneous 
sarcoidosis diagnosed by skin biopsy. His illness 
subsided spontaneously. Unfortunately, the path- 
ological material and records from this patient are 
no longer available. Two women, recently moved 
from the mainland United States, have been treated 
in our State for sarcoidosis and these were both 
seen by a number of physicians thus accounting 
for the remaining seven of the positive answers. 

All of the hospitals in the State of Hawaii were 
contacted and asked to make a search of their 
records as far as possible for proven cases of sar- 
coidosis. At the largest private hospital in the 
State, The Queen’s Hospital, from January, 1948, 
to January, 1959, there were 154,306 admissions 
and only one case of sarcoidosis was signed out. 
This was a 24-year-old woman born in New York 
City and residing in Honolulu for fourteen months, 
who was treated in 1957 for sarcoidosis. A re- 
view of x-rays taken on the mainland before she 
came here, however, revealed the presence of sim- 
ilar lesions at that time. 

Another large hospital, Kuakini, searched their 
records as far back as 1951, over a time in which 
all cases had been coded and no diagnosis of sar- 


33 


bie 

: ‘ite 


coidosis was made. One appendix was removed 
which showed “‘a sarcoid lesion’’ but there was no 
other evidence of the disease ‘‘sarcoidosis’’ in this 
patient. 

Tripler U. S$. Army Hospital serves as the vet- 
erans hospital for Hawaii and takes care of many 
local residents. From 1954 to 1957, they had 
75,666 admissions. Sixteen patients were diag- 
nosed as having sarcoidosis. All but three were 
active military personnel. One of these was a re- 
tired man from Los Angeles and the other two 
were servicemen’s wives recently moved from the 
mainland. All of the active service personnel had 
been here only a short while. 

Leahi Hospital is the tuberculosis sanatorium 
on Oahu. They had one case, a woman recently 
arrived from Louisiana. 

Information available through the Bureau of 
Vital Statistics in the Department of Health was 
checked. Out of the 18,024 deaths from 1952 
through 1957 (this did not include non-resident 
deaths) none was diagnosed as having sarcoidosis. 

In summary then, an intensive effort was made 
to find a documented case of sarcoidosis occurring 
in a life-time or long-time resident of Hawaii, and 
none was found. 


Discussion 


The above study confirms Harbinson’s belief 
that there is essentially no sarcoidosis in the na- 
tives of Hawaii. This is a striking difference when 
contrasted to the high incidence of sarcoidosis 
found in New Zealand. In order to evaluate the 


* Reid, J. D., and Gebbie, T.: Kveim tests in cases of sarcoidosis 
and in family contacts. Ibid. 588-592. 

Siltzbach,* Michael,? Nethercott,* Refvem,® Longcope,'® Rosten- 
berg.'' Irgang.'? 

* Siltzback, L. E.: The aetiology of sarcoidosis, Postgrad. Med. J. 
34:254-258 (May) 1958. 

7 Michael, M., Jr.: Sarcoidosis: disease or syndrome, Am. J. Med. 
Sci, 235:148-153 (Feb.) 1958. 

* Nethercott, S. E., and Strawbridge, W. G.: Identification of bac- 
terial residues in sarcoid lesions, The Lancet 2:1132-1134 (Dec. 1) 
1956 

* Refvem, O.: The pathogenesis of Boeck’s disease (sarcoidosis), 
Acta. Med. Scand. Supplement 294, 1954. 

‘© Longcope, W. T., and Freiman, D. G.: 
Medicine 31:1-132 (Feb.) 1952 

'' Rostenberg, A.: Etiologic and immunologic concepts regarding 
sarcoidosis, A.M.A. Arch. Derm. and Syph. 64:385-406 (Oct.) 1951. 

* Irgang, S.: Sarcoid in the Negro, Ibid. 56:659-665 (Nov.) 1947. 


A study of sarcoidosis, 


'* Schaumann, J., cited by Anglin, A.: Sarcoidosis, Canad. Med. 
Assoc. J. 56:177-182 (P@b.) 1947. 
'* Rostenberg.!! 


Loncope,'® Riley.'? 

'* Longcope, W. T 
1-14 (May 10) 1951 

'? Riley, E. A.: Boeck’s sarcoid, a review based upon a clinical 
study of 52 cases, Am. Rev. Tuberc. 62:231-285 (Sept.) 1950. 
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'* Lofgren, S., and Lundbiick, H.: Isolation of a virus from 6 cases 
of sarcoidosis (lymphogranulomatosis benigna): preliminary report, 
Acta. Med. Scand. 138:71-75 (May) 1950. 


Sarcoidosis, Vet. Adm. Tech. Bull. TB 10-73: 


** Barrie, H. J., and Bogoch, A.: The natural history of the sarcoid 
granuloma, Am. J. Path. 29:451-469 (May-June) 1953. 

*! Fallon,?* Gardner. 24 

*2 Fallon, J. T.: Specific tissue reactions to phospholipids: a sug- 


gested explanation for the similarity of the lesions of silicosis and 
pulmonary tuberculosis, Canad. Med. Assoc. J. 36:223-228 (Mar.) 
1947 

“8 Gardner, L. U.: Studies on experimental pneumokoniosis, VIII 


Inhalation of Quartz Dust, J. Indust. Hyg. 14:18-38 (Jan.) 1932. 
2* Riley,'? Gentry. 


*8 Gentry, J. T., Nitowsky, H. M., and Michael, M., Jr.: Studies 
on the epidemiology of sarcoidosis in the United States. The relation- 
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1839-1856 (Dec.) 1955 
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significance of this difference it is helpful to con- 
sider previously suggested causes of this disease. 

Until very recently the most widely accepted 
belief was that sarcoidosis was caused by the tu- 
bercle bacillus.® Other suggested causes are: a bo- 
vine type or other atypical acid-fast bacillus, !* 
syphilis,'* leprosy,'® a virus,’* silica (quartz) 
beryllium,** grass or hay,?* or a familial defect.** 
Many other agents have been suggested.*? 

More recently, wide interest has developed 
around the pine pollen theory of Cummings. Lam- 
holt*? first noted that sarcoidosis occurred prin- 
cipally in rural areas. In 1940, H. G. Whitehead** 
alluded to its occurrence principally in the tem- 
perate zones. In 1949, Ricker and Clark** found 
the birth places of a series of cases to be centered 
in the southeastern United States. The following 
year, Michael et al.**confirmed this finding, as did 
Welch.** In 1955, Gentry, Nitowsky, and Mi- 
chael** carried this study further and suggested 
the incidence correlated well with certain “red- 
yellow Podzolic’’ (fine, sandy) soils. 

Cummings and associates, however, studied 
1,194 cases and suggested that significant numbers 
of these occurred in New England and the North 
Central States. He found that their distribution 
did not correlate closely with any particular soil 
but instead was closely related to certain forest 
distributions. They studied 100 communities. In 
50, the incidence of sarcoidosis was high. In 50 
it was low, and these served as control areas. In 
40 of the 50 high-incidence areas, lumbering and 
milling were major industries. In only 22 of the 
50 control communities were these major indus- 
tries.** 


26 Ray, E. W., and Shipman, J. S.: Studies of biochemistry and 
chemotherapy of tuberculosis: tissue changes produced by actions of 
lipins of th grass, colon bacilli, and of liver, Am. Rev. Tuberc. 
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27 Baer,** Bickerstaff,2° Robinson.*° 

25 Baer, R. B.: Familial sarcoidosis: epidemiological aspects with 
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Meanwhile, investigators had been approaching 
the problem from a biochemical standpoint. In 
1956, Nethercott and Strawbridge** felt that they 
had proved the previous existence of tuberculosis 
in sarcoid lesions by demonstrating the presence 
in them of alpha-epsilon diaminopimelic acid and 
mycolic acid, amino acids which occur in tubercle 
bacilli but not, normally, in the human body. Cum- 
mings,** however, was able to isolate the same 
chemicals from pine pollen. Further, he injected 
pine pollen and demonstrated it would produce an 
epithelioid response. He also noted that pine pol- 
len was acid-fast. This was the origin of the sug- 
gestion that it was pine pollen specifically, and 
not just some vague relationship to pine forests, 
that caused sarcoidosis. The idea was carried fur- 
ther by Baer** who suggested the chewing of pine 
pitch which contains large quantities of pine pol- 
len might have accounted for the occurrence of his 
four cases in twelve siblings. Richert, however, 
failed to develop sarcoidosis after the intentional 
oral ingestion of 720 mg of loblolly pine pollen 
over a thirty-day period.*® 

Considering the above information, we must 
conclude that the pine pollen theory is attractive 
but far from established. 

Two recent reports which might have a very 
important bearing on the etiology of sarcoidosis 
are worthy of note. Hurley and Shelley*® produced 
evidence which seems to rule out the “sarcoid 
diathesis’’ in which the sarcoid patient was felt to 
respond differently from a normal patient to a 
common stimulus. Lundback, Lofgren and Nor- 
denstam*’ performed tissue culture experiments 
on sarcoid lesions which strongly suggested that 
sarcoidosis is not a neoplastic disorder, nor is it 
related to a virus. They found that a very interest- 
ing and characteristic patchy degeneration of out- 
grown fibroblasts frequently occurred. These 
changed fibroblasts demonstrated large eosinophi- 
lic inclusions. Further research centered about the 
nature of these inclusions may be very rewarding. 

With all of these various etiologic suggestions 
in mind, then, let us consider New Zealand and 
Hawaii. Both are groups of islands located in the 
Pacific Ocean approximately 3,200 miles apart and 
about equidistant from the equator. The northern 
island of New Zealand is volcanic, as are all of 
the Hawaiian Islands, thus making it seem un- 
likely that some substance such as beryllium, pe- 
culiarly absent in volcanic soil, would account for 
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the difference in the incidence of the disease in the 
two groups. The population of both islands is 
largely newly settled and in essence a mixture of 
a great many different peoples. This is particularly 
true in Hawaii. It seems highly unlikely that a 
collagen disease or a familial defect could strike 
one group of islands and not the other, in view of 
this. New cases of leprosy are uncommon in both 
island groups but there are still many old cases in 
Hawaii. Syphilis and gonorrhea are unusual in 
New Zealand but do occur there; they are much 
more common in the Hawaiian Islands. Virus in- 
fections are very common in Hawaii; in fact, al- 
though it cannot be documented, the physicians 
who practice here feel that virus infections are as 
common in Hawaii as in the rest of the United 
States. 

The northern island of New Zealand is heavily 
forested with pine. There is very little pine forest 
in Hawaii. There is no significant amount of Nor- 
way pine in either island group. The Norway pine 
was introduced in New Zealand but it was almost 
all killed by insects. There are only four white 
pines in the Hawaiian Islands and these are on the 
island of Maui. In addition to natural forests in 
New Zealand there are 540,000 acres of radiata 
pine accounting for 59 per cent of the introduced 
timber; the remainder is 9 per cent ponderosa, 9 
per cent Corsican, and 5 per cent Douglas fir. 


There are small numbers of other pine trees as 
well. In the Hawaiian Islands there are several 
thousand acres of Monterey pine on the island of 
Maui. There is also some loblolly, sugar, Pon- 
derosa, and Mexican pine. In general, however, 
the trees are young and far from. abundant.** 


Summary 


Attention has been called to the apparent ab- 
sence of sarcoidosis in natives and long-time resi- 
dents of Hawaii. At the same time it has been 
pointed out that sarcoidosis has a relatively high 
incidence in New Zealand. Previously suggested 
etiologies of this disease were noted and differ- 
ences between New Zealand and Hawaii were 
considered in light of this. 

No evidence for or against the pine pollen 
theory of Cummings could be produced, although 
New Zealand has considerably more pine forest, 
particularly on the North island, than Hawaii has. 
Because of its distribution in the two areas it seems 
unlikely that sarcoidosis could be caused by tu- 
berculosis, leprosy, syphilis, a viral infection, a 
familial defect, or a soil factor. 
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Contact Lenses 


ONTACT LENSES have been in existence for 

years, but it is only in the past five years that 
these have come into relatively general use; and 
this has produced new problems, medical and po- 
litical, for the ophthalmologist. 

Prescription contact lenses are either scleral or 
corneal in type. The scleral type are large, rest on 
the conjunctiva, and do not touch the cornea at 
all. They are generally quite uncomfortable to 
wear over a prolonged period of time. The type 
in vogue at the present time are corneal lenses. 
These are usually made of plastic, and average 
about 9.8 mm in diameter and 0.2 mm in thick- 
ness. These lenses “ride” on a thin layer of tears, 
and move back and forth over the corneal surface 
as the eyes move. The cornea thus is able to main- 
tain close to normal nutrition and oxygenation. 
Also, it becomes obvious that lenses with grooves 
and windows will be of no benefit physiologically, 
though several types are marketed on this premise. 


Use 


An estimated six million people are wearing 
contacts full or part time; this is a ratio of about 
1 to 12 as compared with spectacles. This makes 
the production and sale of contacts ‘‘big business’’, 
and their promotion is often on a similar business- 
like pattern. The advertising of some concerns is 
in my Opinion quite misleading and their claims 
border on fraud. 


Sources 


Some practitioners grind their own lenses for 
the individual patient. The majority of dispensers 
obtain their lenses from a laboratory such as 
Obrig, where stock lenses of almost any power 
and curve are available. One major firm adver- 
tises that your prescription is kept constantly on 
file, so if you lose a lens, merely write and they 
will send a replacement from their nearest branch 
office. What happens to this patient if a mistake 
is made and the wrong lens sent to him; or if his 
corneal curvature has changed? There is no super- 
vision whatsoever, and the potential for damage 
to the wearer's cornea is obvious. 
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Some patients cannot wear contact lenses, 
and some should not wear them. 
The story has two sides. 


T. P. FRISSELL, M.D., Honolulu 


Indications and Risks 


Who should wear contact lenses? Actually there 
are relatively few medical indications. Patients 
who have had a cataract operation on one or both 
eyes do well. The uniocular patient who has good 
vision in the unoperated eye is able to use the two 
eyes together comfortably, whereas with specta- 
cles, he is unable to use the two eyes together be- 
cause of the disparity of image size produced. 
Patients with high myopia often do better visually 
with contacts than with spectacles, and are able to 
obtain larger image size and some increase in 
visual field. Patients with some forms of corneal 
disorders, such as keratoconus, are often aided by 
contacts. Some people who have pitted and irreg- 
ular corneas from disease or trauma do well. I 
have in mind a patient who had had trachoma 
which left the corneas faceted and the best cor- 
rected vision was 20/100. She corrected to 20/30 
with contacts and was saved from having kerato- 
plasty, which was being seriously considered. 

There are definite hazards associated with the 
wearing of contacts. Patients with glaucoma, dia- 
betes, chronic blepharoconjunctivitis, corneal dys- 
trophies, or a history of herpes simplex of the 
cornea should not wear them at all. Among reg- 
ular wearers of contact lenses, central corneal ero- 
sions often develop, frequently with apparently 
perfectly fitted lenses; and this I would presume is 
on the basis of partial anoxia. The cornea may 
gradually alter its shape, and the lens then rests on 
the apex. A lens which flattens the corneal apex 
will often produce edema and subsequent epithe- 
lial breakdown. Many patients are perfectly com- 
fortable and unaware that these epithelial defects 
are present because the cornea has been rendered 
anesthetic by the lens. As an ophthalmologist, I 
become quite uncomfortable when I consider the 
potential for trouble in these constantly irritated 
epitheliums. It also presents an excellent argument 
for frequent checks by the patient to insure his 
corneas are intact. 

Patients who sleep with their lenses in place 
often have a complete exfoliation of the epithel- 
ium from which they suffer excessive pain and 
require binocular dressings for several days until 
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healed. Thus it behooves the anesthesiologist to 
make sure his patients are not wearing contact 
lenses when being subjected to surgery. Some pa- 
tients state they always have some discomfort 
wearing their lenses, but not enough to discon- 
tinue their use. These persons can be in serious 
trouble from a corneal ulcer or infection before 
seeking attention, because they were unable to 
recognize anything out of the ordinary going on. 
One patient of mine had a groove worn into the 
anterior corneal stroma but delayed three days 
seeking attention because he had been seen two 
weeks before on a routine check. And, on the 
other hand, a cornea rendered anesthetic by con- 
stant pressure can have serious disturbances pres- 
ent, though the patient is perfectly comfortable. 

As stated above, there are some excellent med- 
ical reasons for prescribing contacts, but the vast 
majority are prescribed for cosmetic purposes only, 
and women users far outnumber men. Now, con- 
sidering the potential hazards associated with the 
wearing of contact lenses—even perfectly fitted 
ones—should they be prescribed indiscriminately 
to anyone desiring them? I feel so strongly op- 
posed to it that I refuse to prescribe for most of 
these cases, though I must admit that the majority 
of my colleagues are much less rigid in this re- 
spect. 


Who Should Prescribe? 


And conversely, who should be allowed to 
prescribe? This brings us to the most recent con- 
flict between ophthalmologists and optometrists. 
Many optometrists do excellent work in fitting 
lenses, and in conversations some of those practic- 
ing in Hawaii admit that at least a third of their 
income is derived from this source. Opticians with 
proper training, on prescription from ophthal- 
mologists, can also do excellent fitting. 

The ophthalmologist, also with training, by 
himself can fit lenses and because of his medical 
training should do the best job and certainly is 
the most qualified. Most ophthalmologists in the 
press of a busy practice, however, prefer to refer 
the actual fitting to a qualified optician after 
proper examination, then check the lenses after 
the fitting. 

The optometrists in many communities have at- 
tempted to legislate against opticians’ doing fit- 
ting, on the basis that their training is not ade- 
quate or that supervision by the M.D. was not 
rigid enough. In some cases this is undeniably 
true, and here in the islands steps are being taken 
to rectify this problem. However, the deeper mo- 
tivation is economic. If the opticians can be 
squeezed out, most ophthalmologists would still 
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be too busy to handle the patients desiring con- 
tacts, and so they would go to the optometrist. To 
look further into this argument, we have those 
ophthalmologists who say that fitting is purely a 
medical problem and 
no one should be fitted 
except by an ophthal- 
mologist or under his 
supervision. And to 
carry it one step fur- 
ther, though the op- 
tometrists “‘officially’’ 
objected to opticians 
inserting lenses, one 
of the major contact 
lens suppliers—owned 
by optometrists—has 
special courses to teach 
optometrists’ office as- 
sistants in the insert- 
ing of patients’ personal lenses. Just because they 
are under the same roof with the optometrist, are 
they more qualified to insert a lens than an opti- 
cian? 

Fortunately, here in Hawaii a member of the 
legislative committee of the Hawaii Medical As- 
sociation meets regularly with a committee from 
the Optometric Society and representatives from 
the opticians’ group to thrash out differences of 
opinion, air gripes, and attempt to work out equit- 
able solutions to difficulties and maintain the in- 
tegrity of each of the three fields. 


DR. FRISSELL 


Conclusion 


In conclusion, then, contact lenses are here to 
stay, and are becoming more popular daily with 
the general public. They are not the innocuous 
accessories unscrupulous advertising would have 
us believe, and persons with certain disorders 
should never be allowed to wear them. It is pos- 
sible for persons with apparently perfectly fitted 
lenses to get into trouble either from misadventure 
or from the cornea’s changing its curvature. There 
are definite limited medical indications for their 
use. Theoretically, each patient who desires con- 
tact lenses should have a proper ophthalmological 
history and examination prior to fitting. In prac- 
tice, the majority of contact lens users are fitted 
by optometrists and surprisingly few get into 
trouble. However small the percentage of contact 
wearers who do develop pathology, the potential 
for serious ocular trouble is so great that the pros- 
pective user should be made aware of the risks and 
impressed with the necessity of frequent follow- 
up checks on the health of his corneas. 
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A master clinician warns us to remember that 


the central nervous system can produce abdominal pain. 


Puzzling Types of Abdominal Pain 


wii" DO you do when a patient with ab- 
deminal pain returns from the x-ray depart- 
ment and the laboratories with all the reports neg- 
ative and no hint as to 
the cause of the dis- 
turbance? There is no 
sign of an ulcer or a 
gallstone or a cancer. 
For years, as a consult- 
ant in gastroenterol- 
ogy, I saw hundreds 
of these people. It was 
my job to try to make 
a definite diagnosis. 
How does one do it? 
I know of only one 
way, and that is to sit 
down and take a very 
careful and detailed 
history. Sometimes, one has to give the patient one 
half hour on each of several days, but at other 
times, in a few minutes, one can recognize a cer- 
tain type of functional abdominal pain just as one 
recognizes the face of an old friend—because one 
has seen him so many times before. 


DR. ALVAREZ 


The Brain May Cause Abdominal Pain 


The first thing we must face and we must keep 
remembering is the fact, which was not well ham- 
mered into us when we were students in medical 
school, that abdominal pain often arises in the 
brain. It can be due to organic disease in the brain 
or it can be due to mental distress, worry, anger, 
or indecision, or in many cases, to a psychosis or 
to epilepsy. It can be due to a little stroke, or an 
encephalitis, and commonly it is due to migraine. 

How often a man will say, “My brother-in-law 


Extemporaneous address given before the Hawaii Medical Associa- 
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WALTER C. ALVAREZ, M.D., Chicago 


is a pain in the neck.” He could just as well say, 
‘He is a pain in the abdomen.” For instance, re- 
cently, I saw a young woman who said she had a 
very troublesome epigastric pain. Able internists 
and roentgenologists had failed to find any local 
cause for it. In many of these cases, one can find 
the cause only by asking a relative. So I turned 
to the mother and said, ‘““What is this due to?” 
She said, “It is due to a jaguar.’’ This had me 
puzzled for a moment, but she went on to say 
that her son-in-law was a lovable chap but ab- 
solutely irresponsible and with no sense about 
finances. On his small salary, he would buy a 
motor boat or a German camera or a custom-built 
shotgun. Just before his wife’s pain appeared, he 
came home with a 1956 Jaguar, delighted with it 
in spite of the fact that there was no money in 
the house to pay the rent or to buy food. The little 


_ wife wept and went to pieces nervously. That 


Jaguar was the last blow! 

One of the best cases I know of to show how 
severe an abdominal pain can be when the cause is 
indecision is that of a powerfully-built professional 
athlete, a woman who, following her marriage 
a few years before, had suffered so much ab- 
dominal pain with fever that she had had four 
surgical explorations of her abdomen performed 
by excellent surgeons. On talking to a pal of hers, 
I discovered that the difficulty was that her hus- 
band was impotent with her and she could not 
make up her mind about a divorce. When I helped 
her to make the decision she craved, to leave her 
husband, she immediately became perfectly well. 
A year later, she had another spell of pain when 
she could not decide what to do about a new 
beau. When she left him, she again was well. 

Some physicians may ask, ‘But can a lesion 
in the brain cause abdominal pain?” I will men- 
tion just two cases to show that it can. I will never 
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forget my shame years ago when I asked a surgeon 
to explore the abdomen of a girl of 12 who looked 
as if she had an acute appendicitis. She had noth- 
ing in her abdomen, and a week or two later it was 
obvious that she had a brain tumor. Another case 
that interested me much was that of a nice doctor 
of 60 who was suffering from severe pain in his 
epigastrium. Several internists had studied him 
carefully and no one could make a diagnosis. I 
suspected a carcinoma of the pancreas but could 
find no evidence to support this idea. Three weeks 
later, when he dropped dead, autopsy showed a 
perfectly normal abdomen. What he had was a 
tiny carcinoma of a bronchus with a large metas- 
tasis in his brain. I have seen many people with 
abdominal pain that came suddenly with what I 
call a little stroke, which badly injures the brain 
but does not produce either an aphasia or a hemi- 
plegia. 

I see any number of people with abdominal 
pain that is due purely to a psychosis. One day, 
I looked into our best book on manic-depressive 
psychosis to see what the early symptoms of that 
disease are, and I found that one of the com- 
monest early symptoms is abdominal pain! I re- 
member well a woman I saw a while ago who 
complained bitterly of only one thing and that 
was abdominal pain. I realized that she was at 
times weepy and depressed, but she maintained 
that if I suffered from pain as she did, I would be 
depressed, too. Finally, I had a psychiatrist give 
her a few shock treatments and the results were 
miraculous. She not only lost all of her depression 
but that same day she lost all of her abdominal 

ain. 

Shortly before I left the Mayo Clinic, I pulled 
from my files the records of some 500 women 
with severe migraine. To my surprise, I found 
that a considerable percentage of them had com- 
plained mainly of pain or distress in the right 
upper quadrant of the abdomen. Because of this, 
many had submitted to a cholecystectomy, but in 
every case in which I had a follow-up record, the 
pain had come back. 


Non-tabetic Gastric Crises 


A while ago, I published some papers describ- 
ing cases of what I call non-tabetic gastric crises. 
Such crises are commonly due to severe migraine; 
also, at times, to unrecognized mild epilepsy, and 
sometimes probably to an unrecognized psychosis. 

The diagnosis in these cases is often easy if 
one will just ask and learn that the patient has 
previously had several or many similar attacks of 
pain and retching, all of which cleared up by 
themselves, usually in from 24 to 48 hours. The 
abdominal wall is unusually soft. There is no fever 
and the white blood count is low. 
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In cases of migraine, the diagnostic points are 
two: (1) that the spell begins with pain in or 
above one eye, and (2) at the start of a spell, the 
patient goes into an apathetic state or even a 
semi-coma. Helpful always is the story of typical 
“sick headaches’ in the person's early years. If 
the patient has had many of these spells it is 
useless to explore the abdomen surgically. In one 
of my cases, the patient’s abdomen has been ex- 
plored 13 times and in another case it has been 
explored 9 times. Commonly today, I can make 
the diagnosis the minute I walk into the room 
and note the great apathy and depression of the 
patient. 


Acute Abdominal Pain due to Epilepsy 


I keep seeing people with a peculiar type of 
abdominal pain which is fairly obviously due to 
epilepsy, and often without the usual seizures. 
Often, in these cases, I get the story of epilepsy 
in the family, and often then I find an epileptic 
type of electroencephalogram in the patient. 

A typical case is that of a young woman whom 
I saw recently. She came to me from a teacher 
of medicine who, on examining her from head 
to foot, and finding a soft cholesterol stone float- 
ing around in a normally functioning gallbladder, 
said that this must be the cause of her pain, and 
turned her over to a surgeon. The woman greatly 
angered her doctors by saying that she was sure 
they were wrong and that she was not going to 
be operated on. She said because her mother had 
had gallstone colic she knew that syndrome well, 
and she did not have it! 

I asked her what her pain was like and she said 
that five or six times a day, she had a very fright- 
ening spell in which she felt as if an ice-pick was 
being driven into her abdomen. When I asked 
her to show me with her hand just where she felt 
the pain, she pointed to her supra-pubic region. 
Obviously, this could not be due to her gallstone. 
Because I had heard this peculiar ice-pick story 
many times before, I asked the woman if she had 
any epilepsy in her family. She said yes, her sister 
had a very severe form of epilepsy and she, the 
patient, had long suspected that what she had was 
a manifestation of the ‘‘family disease.” 

When I got electroencephalograms made, they 
showed the typical spikes and seizure discharges. 
And, as I remember, the giving of Dilantin put 
an end to the spells. 


Features Which Suggest a 
“Functional Origin” of a Pain 


There are a few features of abdominal pain or 
distress which suggest a cerebral origin. One is 
constancy, perhaps day and night over long pe- 
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riods of time; another is a complete lack of any 
relation to taking of food or drink or passing gas 
or feces; another is a burning element in the dis- 
tress; another is the patient’s statement that what 
he suffers is not really a pain; another is the fact 
that the distress comes in a wide area of the ab- 
domen, and another is that it comes perhaps in the 
splenic area where pains of local organic nature 
are seldom felt; another is the fact that the distress 
sometimes goes down the outside of the thigh; 
another is the fact that when there are spells of 
distress, between them the person's digestion is 
perfect. This strongly suggests that there is no 
lesion in the digestive tube. Still another fact 
which should never be disregarded is that a mildly 
psychotic or hysterical type of person, who says 
he or she walks the floor each night with abdom- 
inal pain, has remained plump or even fat. Every 
time I have broken my rule and asked for a surgi- 
cal exploration of the abdomen of such a person 
I have suffered much embarrassment. Nothing 
wrong was found. 

Often, I find it very helpful in the diagnosis 
to ask and find that a somewhat peculiar or eccen- 
tric patient has some psychotic or alcoholic or 
epileptic relatives. In such cases it is good to get 
electroencephalograms made because sometimes 
the record is typically epileptic and then the giv- 
ing of an anticonvulsive drug may work a cure. 

In closing, I will refer briefly to a few types of 
functional abdominal pain. 


Hysterical Bloating 


A woman will bloat during the day—sometimes 
so much that she looks seven months pregnant. 
During the night the swelling goes down without 
the passage of flatus. It may disappear if the 
woman is put on her side on a table and the 
physician quickly pulls her knees up to her chin 
(Bargen’s maneuver). One can always recognize 
the gasless type of bloating by getting an x-ray 
film made of the distended abdomen, and finding 
that there is no unusual amount of gas in the 
bowel. In these cases, the abdomen is pushed for- 
ward by a contraction of certain muscles. In most 
of these cases, there is little, if any, pain, but in 
a few cases the pain is so severe that the patient 
gets operated on several times, and sometimes 
ends up habituated to morphine. 


Pain due to a “Little Stroke” 


As I said before, sometimes a person past mid- 
dle age will suddenly suffer an attack, perhaps 
with dizziness, wooziness, and rarely vomiting or 
diarrhea. With this, there seems to go a storm of 
some kind down the vagus nerves, a storm which 
often produces a pain or a feeling as if the bowel 
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were being pulled in two. If this pain does not 
disappear within minutes it is likely to remain for 
months or years. 


Arthritis in the Joint at the 
Lower End of the Sternum 


Because of my interest in diseases of the stomach 
I have seen many persons, supposedly with an 
ulcer, whose pain and sensitiveness were localized 
in the joint at the lower end of the sternum where 
the xiphoid is attached. An arthritis in this joint 
can produce much local sensitivity and some pain. 
It is very easy to make the diagnosis just by press- 
ing on the xiphoid process. 


Thalamic Syndrome 


In nearly all of the cases I have seen in which 
there was supposed to be some functional trouble 
with the upper end of the ureter, the patient had 
what is called a thalamic syndrome, due to some 
injury to the thalamus in the brain. This produces 
a remarkable hypersensitiveness of all of one side 
of the body. The diagnosis can be made so easily 
by asking if the patient has much hypersensitive- 
ness of half of the face and scalp and of the foot, 
of the same side. 


Porphyria 


In the case of a highly nervous and at times 
slightly psychotic woman who has spells of ab- 
dominal pain, the physician ought to think of the 
possibility of porphyria. All he needs do is to test 
the urine for an excess of porphyrins. In these 
cases, one must never give sodium pentothal for 
an operation because this commonly causes the 
death of the patient. In acute spells, the urine 
turns red on exposure to sunlight. Sometimes, the 
skin of the arms is so sensitive to sunlight that 
after a day on the beach shallow ulcers form. 


Spinal Nerve Injury or Fibrositis 


Rarely, a pain in the abdomen is due to the 
collapse of the spine with pressure on nerve roots, 
or pain which follows the course of a spinal nerve 
is due to a cord tumor. Occasionally, abdominal 
pain is due to a fibrositis in the tissues of the an- 
terior abdominal wall. 


Summary 


It has been pointed out that many abdominal 
pains are due to disturbances in the brain or in 
the spinal cord or in other parts of the nervous 
system. Hints are given for recognizing these types 
of pain. 


700 No. Michigan Blvd. 
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HE MODIFICATION of skin diseases by 

pregnancy is seldom striking; generally, less 
skin trouble occurs during pregnancy than before 
or after it, with a few curious exceptions. Craw- 
ford found in nearly 50,000 case records at Bos- 
ton Lying-In Hospital that well under one-half per 
cent of patients had had any skin disorder, as 
opposed to five per cent of patients in general 
practice and ten per cent of admissions to Massa- 
chusetts General Hospital, over the same 20-year 
period." 

Hollander and Vogel? classified skin disorders 
in pregnancy as either benefited, aggravated, or 
precipitated by the pregnancy. Not all diseases can 
be so neatly pigeonholed, but this arrangement 
does seem to provide a convenient and not illogi- 
cal framework on which to hang a discussion. 


Usually Benefited by Pregnancy 


Pregnancy seems usually to have a beneficial 
effect on chronic acne, though occasionally the 
reverse effect is seen, and acne may occur late in 
the first trimester and continue until the early 
puerperium. The well-established tendency of 
acne to be alleviated by estrogenic hormone and 
aggravated by androgenic explains the beneficial 
effect neatly; “acne gravidarum” is a paradox. 

Two diseases characterized by apocrine sweat 
gland obstruction—hidradenitis and Fox-Fordyce 
disease—are reported by Cornbleet*® to have been 
relieved during pregnancy. Hidradenitis, however, 
is an intermittent disease anyway, and Fox- 
Fordyce disease is so rare that its alleviation by 
pregnancy is of largely academic interest. 

Urticaria, like hay fever and asthma, may im- 
prove during pregnancy; it is tempting to suppose 
that the increased histamine-inactivating power of 
the blood of the pregnant woman has much to do 
with this. Psoriasis also improves with pregnancy 
as a general rule, however, and there is no basis 


Received for publication January 1, 1960. 

Read before the District 8 meeting of the American College of Ob- 
stetricians and Gynecologists. 

1 Crawford, G. M., and Senge, R. W.: Diseases of the skin in 
pregnancy, Arch. Dermat. & Syph. 61:753 (May) 1950. 

2 Hollander, L., and Vogel, H. R.: Notes concerning some of the 
more frequent skin diseases occurring during pregnancy, 00000 

8 Cornbleet, T.: Pregnancy and apocrine gland disease: hidradenitis, 
Fox-Fordyce disease, A.M.A. Arch. Dermat. & Syph. 65:12 (Jan.) 
1952. 
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Skin Diseases Affected by Pregnancy 


Pregnancy helps most skin diseases somewhat. 
It is the sole cause of just one: herpes gestationis. 


HARRY L. ARNOLD, JR., M.D., Honolulu 


for supposing that histamine inactivation has any- 
thing to do with this. 

Systemic lupus erythematosus is seldom aggra- 
vated by pregnancy, though it may have its onset, 
or become worse, in the early puerperium. In acute 
cases, the risk of fetal death has been estimated 
by Ellis and Bereston* as about 30 per cent, and 
in subacute cases as 46 per cent, oddly enough. 
Cortisone therapy is not contraindicated during 
pregnancy. Interruption of pregnancy is not in- 
dicated in the great majority of cases. Mention 
should be made in passing of the possibility that 
systemic LE may be mistaken for toxemia of preg- 
nancy. The blood pressure is typically normal in 
systemic LE. A negative test for the LE factor 
means exactly the same thing as no test: nothing 
at all. 


Usually Aggravated by Pregnancy 


The melanocytes of the skin “‘live it up’’ during 
pregnancy as a general rule; presumably this is 
largely because pituitary MSH (melanocytic-stimu- 
lating hormone) is increased, though progesterone 
and androgens also stimulate melanocytes. The 
skin darkens in many patients, especially in nor- 
mally pigmented areas ( genitalia, areolae, axillae, 
umbilicus, and linea alba). Localized patchy pig- 
mentation of the cheeks, forehead, and neck (chlo- 
asma uterinum) commonly occurs, and seldom 
fades entirely after delivery. Enlargement or dark- 
ening of melanocytic nevi (moles), and appear- 
ance of new ones, may be seen. Neurofibromas, 
which are biologically lineal descendants of moles, 
may also enlarge. Malignant melanoma is aggra- 
vated, sometimes severely, by pregnancy, and may 
regress markedly afterward. 

It has been mentioned that acne and psoriasis 
may begin, or get worse, during pregnancy; so may 
alopecia areata, and so may chronic atopic derma- 
titis (disseminated neurodermatitis ) . 


Precipitated by Pregnancy 


Chloasma (‘‘liver spots’), striae distensae of 


the abdomen and hips, pedunculated skin tags of 


4 Ellis, F. H., and Bereston, L. S.: Lupus erythematosus associated 
with pregnancy and menopause, A.M.A. Arch. Dermat. & Syph. 65: 
170 (Feb.) 1952. 
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the breasts and neck, and gingival congestion and 
hypertrophy, usually mild, rarely severe, are fa- 


miliar to all obstetricians—so familiar, indeed, 
that except for persistent chloasma they are seldom 
seen by dermatologists. 

“Vascular spiders’’—which until William Bean 
put them on the medical map* had gone by such 
names as nevus araneus (spider nevus: poor 
names, since the lesion is not genetic) or stellate 
angioma—occurred in two-thirds of nearly 400 
pregnant white women and over 11 per cent of 
759 Negro women in Bean's series. Ninety per 
cent of blondes and 60 per cent of brunettes had 
some spiders. They are usually accompanied by 
some degree of palmar erythema, though either 
may occur independently. They usually disappear 
after delivery; in two months only one-fourth of 
them are left. The spiders seldom get as large or 
numerous, or the palmar redness as intense, as in 
patients with hepatic cirrhosis (which of course 
lasts somewhat longer than pregnancy ), but other- 
wise there is nothing to distinguish between the 
two causes. Bean suggests that high blood estrogen 
levels may cause them. If they fail to disappear 
after delivery—as one in four or five is apt to do— 
they can be obliterated neatly by electrodesiccation 
of the central arteriole. 

Pruritus vulvae—due to moniliasis, Trichom- 
onas infection, varicosities, or neurodermatitis— 
may apparently be precipitated by pregnancy but 
it is not in my experience a common complication. 

Urticaria may infrequently complicate preg- 
nancy, especially during the sixth month, when 
lesions may begin in the abdominal striae. It is 
not apt to be persistent or severe. 

Prurigo gestationis, a generalized eruption of 
intensely itchy small papules, chiefly on the ex- 
tensor surfaces of the extremities, has been de- 
scribed again and again in textbooks and articles; 
I have never observed it. 

Impetigo herpetiformis, about which much is 
copied," seems to have vanished from the clinical 
scene. Since it was often fatal, this is just fine. I 
have never seen a case. 


Herpes Gestationis 


There is fairly general agreement that only one 
disease, herpes gestationis, is peculiar to preg- 
nancy—yet, oddly enough, it cannot be sharply 
distinguished on any basis from dermatitis her- 
petiformis, to which men are more prone than 
women. Since the latter qualifies pretty well as 
one of the many diseases which can result from 
multiple causes, it seems possible that pregnancy 

5 Bean, W. B., Cogswell, R., 
Vascular changes of the skin in 
palmar erythema, Surg., Gynec. & Obst. 88:739 (June) 1949. 


* Pastras, T., Beerman, H., and Jumbala, P.: Dermatoses of preg- 


nancy: a review of some of the recent literature, Am. J. Med. Sci. 
236:507 (Oct.) 1958 


Dexter, M., and Embrick, T. F.: 
regnancy. Vascular spiders and 
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itself merely provides one more possible cause. 
At all events, the disorder may begin between the 
third and the fifth month (usually later rather 
than earlier) and clears promptly on termination 
of pregnancy. 

The diagnostic signs are the same as for der- 
matitis herpetiformis: intense itching, grouping, 
symmetry, eosinophilia (blood or tissue or both), 
iodide sensitivity, subepidermal vesicles or less 
often bullae, residual hyperpigmentation, and 
scars, and responsiveness to sulfonamides (es- 
pecially sulfapyridine) or sulfones, orally. Only 
spontaneous remissions, among the cardinal diag- 
nostic signs of ‘‘d.h.,” are lacking. 

I have, in one instance, seen a severe recurrence 
precipitated early in the postpartum period by 
administration of stilbestrol for the purpose of 
suppressing lactation. 

There appears to be no direct relationship be- 
tween herpes gestationis and either the sex of the 
fetus, or the presence of toxemia.’ Toxemia was 
found by Crawford' in about 15 per cent of all 
his cases of skin disease seen during pregnancy, 
as opposed to a national average of 8 per cent of 
pregnant women. As he pointed out, however, the 
small size of his series made any interpretation of 
the figures unreliable. 

The management of herpes gestationis is apt to 
be difficult; sulfapyridine or Azulfidine (salicy- 
lazosulfapyridine) should be tried, or sulfones 
(Avlosulfon, Diasone, Promacetin, etc.) if they 
fail or are not tolerated. If sulfones fail, cortisone 
(Medrol {methyl prednisolone } triamcinolone, or 
prednisone or prednisolone) is indicated. Rarely, 
today, should interruption of pregnancy be re- 
quired for control of this disorder. 


Summary 


During pregnancy pigmentation is on the in- 
crease and vasodilatation (in the vagina, mouth, 
and skin) is often conspicuous and sometimes 
spectacular. The same ‘‘vascular spiders’’ and pal- 
mar erythema that are characteristic of hepatic 
cirrhosis occur in some degree during pregnancy 
in most blondes and many brunettes. 

Most skin disorders are seen somewhat less 
often in pregnant women than in other patients. 

Herpes gestationis—dermatitis herpetiformis 
directly attributable to the gravid state—is the only 
dermatosis generally regarded as peculiar to preg- 
nancy. 

Knowledge of this entire field is incomplete 
and vague, and more carefully recorded data 
would be of great value in clarifying the relation- 
ships between dermatoses and pregnancy. 

7 Costello, M.: 


(Age. 15) 1941, 
1000 Ward Ave. 
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Hyperparathyroidism 


LTHOUGH we are finding many solitary 
A thyroid adenomas, perhaps we are not recog- 
nizing the parathyroid adenoma and hyperparathy- 
roidism as often as it 
is being reported from 
other medical centers. 
If this is true, several 
possible explanations 
come to mind. We are 
all familiar with the 
variance in incidence 
of many diseases in 
the various racial 
groups in Hawaii. In 
reviewing the litera- 
ture, mention of a ra- 
cial variance in the in- 
cidence of hyperpara- 
thyroidism was not 
encountered. However, there is the possibility, 
which should be investigated, that a racial variance 
in incidence of hyperparathyroidism might account 
for a low incidence of hyperparathyroidism in Ha- 
wail, if such exists. On the other hand, we are no 
doubt overlooking an occasional case. 

Hyperparathyroidism is often a chemical rather 
than a clinical diagnosis. Since the abnormal chem- 
ical findings of hyperparathyroidism may occur 
only intermittently, and there may be only minor 
deviations from normal, the need for repeated and 
accurate laboratory studies in suspected cases has 
been stressed often. I suspect that if we search 
diligently for hyperparathyroidism, with a high 
index of suspicion for the possibility of the disease, 
we will find in Hawaii, as other medical centers 
have found in other localities, that hyperparathy- 
roidism is much less rare than it now seems. 


DR. GARIS 


Early Diagnosis 


So protean are the manifestations of hyper- 
parathyroidism that Goldzieher' has suggested that 


1 Goldzieher, J. W.: New techniques ‘n the diagnosis of hyperpara- 
thyroidism, Geriatrics 13:483 (Aug.) 1958. 
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Even thinking of hyperparathyroidism and checking the blood calcium 


and phosphorus won't find all cases of it. Still, it’s worth a try. 


G. B. GARIS, M.D., Honolulu 


it replace syphilis as “the great imitator.”’ The var- 
ied symptomatology of this complex metabolic 
disease makes the diagnosis difficult in the early 
stages of the disease. Yet, the prognosis of the pa- 
tient with hyperparathyroidism is dependent on 
the status of the renal function at the time of sur- 
gery. For this reason, it is important to recognize 
the disease as early as possible, before permanent 
renal impairment develops. 


Duration of Symptoms 


In Hellstrom’s* series of 50 cases, the average 
duration of symptoms was eight years, with 11 
patients having symptoms for more than 15 years; 
four patients for over 20 years; and one patient 
with symptoms for 31 years. 

In the series of Bogdonoff ef al.,* the average 
duration of symptoms was 12 years, the range 
being from 114 to 28 years. Mention is made of 
other cases reported in the literature of 39 years’, 
32 years’ and 27 years’ duration. They point out 
that extremely long histories are a point in the 
favor of the diagnosis of hyperparathyroidism, 
which is, except for an occasional case of acute 
parathyrotoxicosis, essentially a chronic illness. 


Symptoms Referable to Bone Disease 


The amount of bone involvement in hyperpara- 
thyroidism is related to the level of calcium intake 
rather than to the duration or the severity of the 
parathyroid disease. Due to the usual high intake 
of calcium and phosphorus in the American diet, 
skeletal involvement in hyperparathyroidism is 
often entirely absent or insignificant. 

In our search for hyperparathyroidism, I do not 
anticipate finding many cases of hyperparathyroid- 
ism with symptoms referable to bone disease. 
However, patients with symptoms of bone or joint 
pain or diffuse bone disease should be investigated. 


2 Hellstrom, J.: gm | hyperparathyroidism; observations in a 
series of 50 cases, Acta. Endocrinol. 16:30 (May) 1954. 

3 Bogdonoff, M. D., Woods, A. H., White, J. E., and Engel, F. 
L.: Hyperparathyroidism, Am. J. Med. 21:583 (Oct.) 1956. 


43 


4 


The pain may be excruciating and associated with 
marked tenderness. Giant cell tumors, insidious 
fractures, deep-aching backache, postural changes, 
kyphosis, scoliosis, deformities especially in the 
legs, pelvis, vertebrae, and thorax, and patients 
with gait abnormalities should be screened for 
hyperparathyroidism. The tumors and cysts are es- 
pecially common in the maxilla, mandible, pelvis, 
end of long bones, metatarsals, and metacarpals. 
Due to demineralization, the bones of the jaw may 
become so soft that the teeth may fall out. Also, 
patients with bone disease resulting from hyper- 
parathyroidism may have anemia and leukopenia 
resulting from fibrosis of the bone marrow. 
Markham‘ has pointed out that numerous con- 
ditions may be associated with obscure primary 
hyperparathyroidism. He points out that osteoar- 
thritis, especially of the spine, and osteoporosis 
are frequently associated with hyperparathyroid- 
ism, the other symptoms of hyperparathyroidism 
being attributed to the arthritis or osteoporosis. 
He recommends screening patients with osteoar- 
thritis and osteoporosis for hyperparathyroidism. 


Symptoms Referable to the Urinary Tract 


Polyuria, polydipsia, nocturia, enuresis, fre- 
quency, renal colic, hematuria, and passing sand 
are symptoms that may be encountered in hyper- 
parathyroidism with urinary tract disease. Hey- 
man” states that in many series, it has been shown 
that 70 to 85 per cent of cases of hyperparathy- 
roidism present with renal lithiasis and the inci- 
dence of hyperparathyroidism in stone patients 
has been reported in the literature as being from 
| to 15 per cent, more practically from 4 to 8 
per cent. I am sure we are not finding hyperthy- 
roidism in this incidence in our patients with renal 
lithiasis and I believe we should intensify our 
search for hyperparathyroidism in this group of 
patients. 

Beard and Goodman® found that in two-thirds 
of their cases of hyperparathyroidism only a sin- 
gle stone had formed, and emphasized the fact 
that hyperparathyroidism should be looked for in 
all cases of renal lithiasis, not only in cases of re- 
current or multiple lithiasis. Stones may form in 
either kidneys or bladder. Staghorn calculi are 
unusual but may occur. Renal calcinosis severe 
enough to be evident roentgenologically is less 
common than lithiasis and is invariably associated 
with impairment of renal function. Renal failure 
with or without secondary anemia and hyperten- 
sion, sometimes associated with severe headache, 
is the late result of renal damage in this disease. 


* Markham, J. D.: Protean manifestations of gd hyperpara- 
thyroidism, Virginia Med. Monthly 84:563 (Nov.) 19 

Heyman, A. M., and Lombardo, L. J., Jr.: The urologist’ s role 

in the diagnosis of hyperparathyroidism, ) a Urol. 83:727 (May) 1960. 


* Beard, D. E., and Goodman, W. E.: Hyperparathyroidism and 


urolithiasis, J. Urol. 64:638 (Nov.) 1950. 
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Symptoms Referable to the Gastrointestinal Tract 


Gastrointestinal symptoms are often a major 
feature in the history of a patient with hyperpara- 
thyroidism. Symptoms which may be related to 
hypercalcemia include anorexia, nausea, vomiting, 
weight loss, abdominal pain, and constipation. 
Also, ulcer-like distress or dyspepsia is often a 
prominent symptom. Other symptoms include 
belching, gaseous distention, difficulty in swallow- 
ing, polydipsia, heartburn, and flatus. Peptic ulcer 
is thought to be eleven times more common in 
patients with hyperparathyroidism than in the gen- 
eral population.’ 

In the series of Black,* 24 per cent of patients 
with proved hyperparathyroidism had at the time 
of examination, or had had in the past, objective 
evidence of peptic ulcer or had had operations on 
the stomach presumably because of ulcers. An ad- 
ditional 15 to 20 per cent of the patients had had 
some ulcer-like symptoms but an ulcer had never 
been proved. 

Kirsner® mentions other series of cases of hyper- 
parathyroidism with similar high incidence of 
peptic ulcers. In the ulcer patient with hyperpara- 
thyroidism, accentuation of ulcer symptoms may 
occur with conventional ulcer therapy, or the pa- 
tient may state that milk does not agree with him, 
or that milk does not relieve the abdominal pain, 
or that although milk relieves the abdominal pain 
he feels worse after a while*'®. Also, anorexia, 
nausea, of vomiting in an uncomplicated ulcer 
case without impaired gastric emptying may be an 
additional clue to the possibility of hyperparathy- 
roidism. An ulcer intractable to ordinary medical 
or surgical treatment or recurrence of ulcer at 
diverse sites in the gastrointestinal tract should 
arouse suspicion of hyperparathyroidism. 

Frame and Haubrick'® screened 300 consecu- 
tive patients with the clinical diagnosis of peptic 
ulcer (251 duodenal ulcers and 49 gastric ulcers) 
and found four cases (1.3 per cent) of hyperpara- 
thyroidism. In addition to duodenal and gastric 
ulcers, jejunal and esophageal ulcers have also 
been reported in hyperparathyroidism. Medical 
treatment of peptic ulcers complicating hyperpara- 
thyroidism has the inherent danger of precipitat- 
ing acute parathyrotoxicosis and of calcium salt 
deposition in the urinary tract. 

An increasing number of cases are being re- 
ported in the literature of acute pancreatitis as a 
complication of hyperparathyroidism, such as the 

t Jarvis, F. J., Sanderson, E. R., and Coe, R. C.: Hyperparathy- 
roidism—a review of a community experience in Seattle hospitals, Am. 


J. Surg. 94:292 (Aug.) 1957. 
Black, H. M.: American Lecture Series, 


Springfield, Ill., 1953, Char Thomas 
® Kirsner, J. B.: The parathyroid and peptic ulcer, Gastro-Enteroi. 
34:145 (Jan.) 1958. 


'° Frame, B., and Haubrich, W. S.: Peptic ulcer and hyperpara- 
thyroidism, a survey of 300 ulcer patients, Arch. Int. Med. 105:536 
(Apr.) 1960. 
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case reported by Hoar and Gorlin.'' They raised 
the question as to whether unsuspected cases of 
pancreatitis account for many of the case of ab- 
dominal pain in patients with hyperparathyroi- 
dism. Jackson'* reported six or possibly seven 
cases of hereditary hyperparathyroidism in two 
generations of one family associated with recur- 
rent pancreatitis in at least two instances. Heredi- 
tary hyperparathyroidism has also been reported 
in association with peptic ulcers. 

Hyperparathyroidism has been reported to be 
associated with chronic calcific pancreatitis. Coffey 
et al.'* have reviewed reported cases and presented 
one case of their own. It is believed that the num- 
ber of reported cases may represent only a small 
fraction of actual cases. They point out that the 
findings of calcification in various sites through- 
out the body in association with calcific pancreati- 
tis has been noted. The more common sites are 
the prostate, genitourinary tract, conjunctiva, and 
liver. They point out that a depression of the 
serum calcium not infrequently accompanies acute 
pancreatitis or an acute exacerbation of chronic 
pancreatitis and a normal serum calcium level may 
provide false evidence concerning both hyperpara- 
thyroidism and the hypocalcemia of pancreatitis. 
Gallstones are found with greater frequency in 
patients with hyperparathyroidism than in patients 
at large.'* It is in this category of patients with 
gastrointestinal symptoms, in addition to those 
with urinary tract symptoms, that I am hopeful 
of finding cases of unsuspected hyperparathyroi- 
dism. It is in this group that one is most apt to 
find hyperparathyroidism before irreversible kid- 
ney damage, renal insufficiency, or hypertension 
has taken place. 


Symptoms Referable to the Cardiovascular System 


Bradycardia and cardiac irregularities may occur 
in hyperparathythroidism, and angina has been re- 
ported to be a complication of it. Peripheral vas- 
cular insufficiency due to arterial calcification may 
be a prominent manifestation of hyperparathyro1- 
dism. Thus, pulselessness of an extremity, pallor, 
cyanosis, cold feet, intermittent claudication, ulcers 
of the leg, and gangrene may be manifestations of 
hyperparathyroidism in certain patients." 


Symptoms Referable to the Central Nervous 
System and Neuromuscular System 


Mental changes including psychosis and hallu- 
cinations have been reported in hyperparathyroi- 


11 Hoar, C. S., Jr., and Gorlin, R.: Hyperparathyroidism and acute 
pancreatitis, New Eng. J. Med. 258:1052 (May) 1958. 

12 Jackson, C. E.: Hereditary hyperparathyroidism associated with 
recurrent pancreatitis, Ann. Int. Med. 49:829 (Oct.) 1958. 

18 Coffey, R. J., Canary, J. J., and Dumais, C. C.: Hyperparathy- 
roidism and chronic calcific pancreatitis, Am. J. Surg. 25:310 (May) 
1959. 

14 Cope, O.: Hyperparathyroidism: diagnosis and management, Am. 
J. Surg. 99:394 (Apr.) 1960. 
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dism.'® Disturbed mental function, mental retar- 
dation, and marked behavior alterations may occur. 
Other symptoms mentioned in hyperparathyroi- 
dism include irritability, unconscious spells, in- 
somnia, depression, disorientation, confusion, ap- 
athy, occipital headaches, contrariness, malicious- 
ness, delusions, drowsiness, personality changes, 
memory loss, amnesia, tingling, twitching, and 
paresthesias of the hands or feet. Unequal re- 
flexes, Babinsky’s sign, and hyperreflexia have 
been reported. Dramatic mental manifestations 
may include stupor, convulsions, and coma. Leth- 
argy, lassitude, muscular weakness, listlessness, 
easy fatiguability, muscular aches and tenderness, 
and spasticity are neuromuscular symptoms seen 
in hyperparathyroidism. Low backache and inabil- 
ity to carry out the duties of daily living are often 
prominent symptoms. Often a combination of 
these symptoms results in the patient being classi- 
fied as a neurotic or neurasthenic. Murphy e? a/.'® 
reported a case in which striking muscular weak- 
ness was the major complaint of a patient with a 
parathyroid adenoma. Edwards and Daum" re- 
ported cases of increased spinal fluid protein in 
hyperparathyroidism and other hypercalcemic 
states and draw attention to the possibility that 
elevation of the cerebrospinal fluid protein can 
occasionally be a feature of the hypercalcemic 
state without evidence of organic brain disease. 


Obstetrical Considerations 


Hyperparathyroidism interferes with normal 
gestation. Delayed onset of labor is seen. Mothers 
of babies who have severe tetany should be in- 
vestigated for hyperparathyroidism. McGeown 
and Field'* reported a case of hyperparathyroi- 
dism which was asymptomatic and discovered by 
investigation of a mother who was completely free 
of symptoms, but whose baby had tetany. 


Symptoms Referable to Other Systems 


Decreased auditory acuity, dryness of the nose 
and mouth, difficulty in focusing the eyes, band 
keratitis, eye pain, blindness, diplopia, injection 
of the sclera, and photophobia may be manifesta- 
tions or hyperparathyroidism of special interest to 
the ophthalmologist and otolaryngologist. Burn- 
ing of the skin and dehydration have also been re- 
ported in the symptomatology of hyperparathyroi- 
dism. 


15 Agsa, J. W., and Goldsmith, R.: Primary hyperparathyroidism 
with peptic ulcer, a report of two cases, Ann. Int. Med. 48:163 
(Jan.) 1958. 

16 Murphy, T. R., DeMine, W. H., and Burbank, M.: Hyperpara- 
thyroidism: report of a case in which poumeens adenoma presented 
primarily with profound muscular weakness, Proc. Staff Meet. Mayo 
Clinic 35:629 (Nov.) 1958. 

17 Edwards, G. A., and Daum, S. M.: Increased spinal fluid pro- 
tein in hyperparathyroidism and other hypercalcemic states, Arch. Int. 
Med. 104:29 (July) 1959. 

18 McGeown, M. G., and Field, C. M. B.: Asymptomatic hyper- 
parathyroidism, Lancet 2:1268 (Dec.) 1960. 
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Multiple System Involvement 


Any organ system or any combination of organ 
systems may be the sites of involvement in patients 
with hyperparathyroidism. When several body sys- 
tems are simultaneously disturbed in hyperpara- 
thyroidism, the clinical picture may be confused 
with clinical entities more frequently associated 
with multiple system involvement, such as one of 
the collagen diseases. Bogdonoff* reported such a 
case in which the patient was thought to have 
lupus erythematosus and the downhill course was 
thought to be due to renal involvement by lupus 
erythematosus. However, at autopsy the patho- 
logic findings were unequivocally characteristic of 
hyperparathyroidism. 


Acute Hyperparathyroidism 


The syndrome of acute hyperparathyroidism is 
rare. Symptoms include vomiting, lethargy, and 
progressive azotemia leading to coma which may 
terminate in death.'® The serum calcium may rise 
so high (17 to 20 mg per cent) that metastatic 
calcification and chemical death occur. The critical 
level of calcium seems to be about 17 mg per cent. 
Acute hyperparathyraidism may be precipitated by 
a period of relative immobilization, such as hos- 
pitalization for diagnostic studies. In any case of 
hyperparathyroidism, particularly in cases in which 
the serum calcium is unusually high and associated 
with some impairment of renal function, dehydra- 
tion may initiate acute hyperparathyroidism. This 
is another reason why hyperparathyroidism should 
be excluded before operations for renal lithiasis 
or ulcer are undertaken. Acute hyperparathyroi- 
dism may also be initiated by the injudicious treat- 
ment of a demineralization of the skeleton, or an 
ulcer, with calcium, milk, or vitamin D. Any agent 
which could increase the level of calcium or phos- 
phorus is contraindicated in hyperparathyroidism. 


Physical Diagnosis 


The findings on physical examination, as with 
the symptomatology, vary according to the body 
system or systems involved. Abnormal physical 
findings are notoriously lacking in hyperparathy- 
roidism and physical examination is usually not 
helpful in its diagnosis. Markham‘ reported six 
cases, in which three had palpable thyroid masses. 
He has stressed that thyroid enlargement, par- 
ticularly nodular or unilobar masses, should be 
regarded with suspicion as a parathyroid adenoma 
may be buried in the thyroid and thyroid disease 
may or may not be present as well. All patients 

* Guhr, B. C., and Shields, T. W.: Primary hype:parathyroidism, 


its varied clinical picture, Quart. Bull. Northwestern School Med. 
32:244 (Fall) 1958. 
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with thyroid masses should have complete lab- 
oratory work-up for parathyroid disease. However, 
this is an infrequent finding in most series. Ran- 
dall and Keating*® in discussing serendipity in 
primary hyperthyroidism reported three cases in 
which hyperparathyroidism was discovered acci- 
dentally during operations for disorders of the 
thyroid, and one case during the removal of a 
pharyngo-esophageal diverticulum. In one of the 
cases, there were no symptoms or complications 
attributable to hyperparathyroidism, which was 
therefore regarded as asymptomatic. 


Roentgen Diagnosis 


The roentgenological findings are varied, and 
as with the symptomatology, one or more body 
systems may be involved. Bone lesions in x-rays 
may vary from none, through some demineraliza- 
tion of the skeleton, to osteitis fibrosa cystica of 
von Recklinghausen with generalized decalcifica- 
tion of the skeleton and numerous cystic lesions, 
sometimes associated with deformities. The pha- 
langes are often early sites of small cystic changes 
and cortical thickening. The metacarpals, meta- 
tarsals, and ends of long bones are also often sites 
of bone cysts. The maxilla and mandible are often 
the first sites of cystic changes. There may be 
wedging of the vertebral bodies, and a generalized 
ground-glass appearance of the skull may be seen. 
Pathologic’ fractures may be demonstrated roent- 
genologically and many types of deformities, such 
as bending of the long bones, or various deform- 
ities of the pelvis.and vertebrae, may be found. 
Absence of the lamina dura around the teeth may 
be demonstrated in certain cases. No calcium is 
lost from the teeth in hyperparathyroidism and 
the teeth may appear abnormally dense in contrast 
to the surrounding bones which may have some 
decalcification. 

Roentgenographic evidence of renal system in- 
volvement is in the demonstration of renal calculi 
or nephrocalcinosis. Except for the kidneys, cal- 
cification of the soft tissue ts usually not apparent 
roentgenographically. Infrequently, a barium swal- 
low may reveal an extrinsic deformity of the cervi- 
cal esophagus due to pressure from a large para- 
thyroid adenoma. Intra-articular and periarticular 
deposits of calcium may rarely be found in hyper- 
parathyroidism. In those cases with peptic ulcer, 
the ulcer may be demonstrated on roentgenologic 
examination of the upper gastrointestinal tract. 
Angiography has been useful in localizing para- 
thyroid adenomas.*! 

"20 Randall, R. V., and Keating, F. R.: Serendipity in the diagnosis 
of primary hyperparathyroidism, Am. J. Med. Sci. 236:575 (Nov.) 
yey R. E., Fraser, R., and Aird, S.: Operative parathyroid 


arteriography for location of parathyroid tumor, Brit. Med. J. 1:400 
(Aug.) 1956. 
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EKG Findings 


Electrocardiographic changes in hyperparathy- 
roidism may include a decreased Q-T interval and 
a virtually absent ST segment. Prolongation of the 
PR interval has been observed. The Q-aT interval 
is measured from the beginning of the QRS to 
the apex of the T wave in whichever lead shows 
the tallest T wave. The Q-aT interval is easier to 
measure than the Q-T interval and is a readily 
measured index of shortened systole of hypercal- 
cemia. A precocious apex of the T wave with a 
slow-descending limb in the precordial leads is an- 
other finding which may occur.** 


Chemical Diagnosis 


However, except for the relatively uncommon 
fully developed case of osteitis fibrosis cystica, 
the diagnosis of hyperparathyroidism is not a clin- 
ical or roentgenographic diagnosis but is a chem- 
ical diagnosis requiring laboratory confirmation. 
Unfortunately, there is no means available by 
which circulating parathormone may be measured. 
We must therefore rely on other laboratory tests, 
and there is no single test adequate to establish 
the diagnosis. The determination of the serum 
calcium and phosphorus levels is the most prac- 
tical method of screening patients for hyperpara- 
thyroidism. Evidence is divided as to whether the 
serum calcium or the serum phosphate determina- 
tion is the more helpful diagnostically. 

Chambers ef al.** and Frame and Haubrick’? 
found that their patients often had high serum 
calcium levels and normal serum phosphorus levels 
while Schwartz** and Bogdonoff et a/.* found the 
opposite to be true. The difference has been attrib- 
uted to differences in dietary intake of the patients 
studied. 

The parathyroid hormone controls only the 
ionized serum calcium and does not affect the pro- 
tein bound calcium. Thus, it is possible for a pa- 
tient with a low serum protein and consequently 
a low protein-bound calcium to have an elevated 
ionized serum calcium caused by hyperparathyroid- 
ism and yet have a normal serum calcium by a 
standard determination which measures the sum 
of the protein bound and ionized calcium. Thus, 
a false normal can be obtained under such cir- 
cumstances, making it advisable to carry out serum 
protein determinations simultaneously with the 
measurement of the serum calcium. One should 
also remember that in some ulcer patients on a 
milk-alkali regimen hypercalcemia may develop, 

22 Beck, G. H., and Marriott, H. J. L.: The electrocardiogram in 
hyperparathyroidism, Am. J. Card. 3:411 (Mar.) 1959. 

23 Chambers, E. L., Jr., Gordan, ., Goldman, L., and Reifen- 
stein, E. C., Jr.: Tests for hyperparathyroidism: tubular reabsorption 
of phosphate, deprivation and calcium infusion, J. Ciin. Endocrinol. 
16:1507 (Nov.) 1956. 


24 Schwartz, T. S.: Laborato: 


aids in the diagnosis of parathyroid 
disease, Med. Clin. North Am, 


:497 (Mar.) 1959. 
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and this must be differentiated from primary hy- 
perparathyroidism in hyperparathyroid cases with 
gastrointestinal manifestations. An elevated serum 
calcium is also found in hypervitaminosis D, mul- 
tiple myeloma, sarcoid, hyperthyroidism, mye- 
loma, metastatic malignancy, rapidly-developing 
osteoporosis of children, and disuse atrophy of 
bone such as in patients immobilized by fractures 
or paralysis. Secondary hyperparathyroidism must 
be distinguished from primary hyperparathyroid- 
ism. Secondary hyperparathyroidism may result 
from calcium deprivation, rickets, osteomalacia, 
biliary fistula, chronic jaundice, pregnancy, lacta- 
tion, and chronic renal disease. 

Heyman’ has stressed that one should perform 
repeated serum calcium determinations in sus- 
pected cases of hyperparathyroidism as the serum 
calcium may be only minimally or intermittently 
elevated. At times, after several days of bedrest, 
an elevated serum calcium may be obtained in a 
patient with hyperparathyroidism who previously 
has had normal serum calcium values. 

Calcium is present in plasma in ionized, com- 
plex, and protein-bound states. Although the three 
fractions are believed to be equilibrium with one 
another, the level of the ionized calcium is re- 
garded as the most important related to the activ- 
ity of the parathyroid.*® 

In their series of 17 cases, Lloyd and Rose?® 
found the ionized calcium was raised before op- 
eration in every patient but one who was probably 
in temporary remission. After removal of the 
adenoma, the plasma ionized calcium always fell 
to normal or below normal. This fall was propor- 
tionately greater than the fall in the protein bound 
fraction. Measurement of the plasma ionized cal- 
cium is a valuable screening test for patients with 
“idiopathic hypercalcinuria’”’ in order to exclude 
hyperparathyroidism. If the plasma ionized cal- 
cium is raised, the hypercalcinuria is not “idio- 
pathic.” 

In evaluating the serum phosphorus in hyper- 
parathyroidism, one should keep in mind that with 
concomitant renal disease, the urinary excretion of 
phosphorus may be depressed, thus raising the 
serum phosphorus. Thus, it is wise to obtain a 
urea nitrogen determination or similar test to eval- 
uate the renal function when obtaining the serum 
phosphorus determination. In patients with ulcers 
or gastrointestinal symptoms, one must remember 
that non-absorbable aluminum gels appreciably re- 
duce the quantity of phosphorus available from 
the intestine, resulting in a depressed value of the 
serum inorganic phosphorus.’® 

Another test which is of value in corroborating 
the diagnosis of hyperparathyroidism in suspected 

25 Lloyd, H. M., and Rose, G. A.: Ionized, protein-bound, and 


complexed calcium in the plasma in primary hyperparathyroidism, 
Lancet 2:1258 (Dec.) 1958. 
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cases is the renal tubular reabsorption of phos- 
phate test (TRP). Normally, the renal tubules re- 
absorb 80 to 90 per cent of the phosphate filtered 
through the glomeruli. Parathyroid hormone in- 
hibits this tubular reabsorption. In determining 
the TRP, an overnight (4-12 hours) urine speci- 
men is collected and the total amount of phos- 
phate and creatinine present is determined. A 
blood sample is drawn at the end of the collection 
period and the serum phosphate and creatinine 
levels are determined. 
urine phosphate x serum Creatinine 


TRP = | —— 


urine creatinine x serum phosphate 


A result of 83 per cent or less is thought to be sig- 
nificant and highly suggestive of hyperparathy- 
roidism. This test, like the serum phosphate, is not 
reliable in the presence of renal insufficiency. As 
in the serum phosphorus determination, one must 
withdraw all antacid for 24 to 72 hours before the 
TRP test is performed, as aluminum gel ingestion 
reduces the absorbable phosphorus and decreases 
the urinary phosphorus excretion, thereby influ- 
encing the rate of renal tubular reabsorption. 

Patients with primary hyperparathyroidism on 
a diet restricted in phosphorus (as occurs in most 
low calcium diets for renal calculus) may have a 
normal TRP. An abnormally low TRP may occur 
in multiple myeloma, osteomalacia, Cushing's dis- 
ease, sarcoidosis, or Fanconi’s syndrome.'® 

Another test which may be of value in corrobo- 
rating the diagnosis of hyperparathyroidism is the 
24-hour urinary calcium excretion test or calcium 
deprivation test. The patient is placed on a low 
calcium diet (125-150 mg per day) for three to 
seven days prior to collecting a 24-hour urine sam- 
ple. The normal urinary excretion is less than 100 
ing per day. Values above 125-150 mg are abnor- 
mal. In interpreting this test, one must remember 
that hypercalcinuria may occur in any condition 
characterized by rapid skeletal demineralization: 
in renal acidosis, in idiopathic hypercalcinuria 
(which is a common finding in urinary lithiasis) 
and in other conditions. This test may also be af- 
fected by renal insufficiency, inasmuch as the 
urine excretion of calcium may be decreased in 
urinary insufficiency. This test is often equivocal, 
or negative results are obtained, in patients with 
hyperparathyroidism who do not have elevated 
serum calcium levels. 

The Sulkowitch test is not a very effective 
screening test for hyperparathyroidism. Its main 
value would seem to be in a persistently low value 
being presumptive evidence against the diagnosis 
of hyperparathyroidism. 

The degree of elevation of the alkaline phos- 
phatase in hyperparathyroidism is determined en- 
tirely by the extent of bone involvement and is of 
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no diagnostic value. The serum alkaline phos- 
phatase may be used as a screening measure for 
the detection of bone disease in hyperparathyroid- 
ism, since skeleton roentgenograms will be uni- 
formly unrewarding in cases with normal alkaline 
phosphatase. The level of the calcium in the cere- 
brospinal fluid may be of diagnostic value in de- 
termining the cause of hypercalcemia.*® In pri- 
mary hyperparathyroidism, the rise in the cerebro- 
spinal fluid calcium is not commensurate with the 
rise in the diffusible serum calcium concentration, 
whereas in hypercalcemia resulting from other 
causes, the rise in the cerebrospinal fluid level is 
consistent with the elevation in the diffusible 
serum calcium. The cortisone suppression tests 
may be of value in differentiating primary hyper- 
parathyroidism from other hypercalcemic states in 
that the serum calcium level associated with pri- 
mary hyperparathyroidism is not lowered by the 
administration of adrenal steroids. However, pa- 
tients with hypercalcemia from other causes, espe- 
cially sarcoidosis, will show a drop in the serum 
calcium level. 

Other tests which may be of value in diagnos- 
ing the difficult case of hyperparathyroidism in- 
clude the phosphate clearance test, the phosphate 
deprivation test,?° the calcium tolerance test or 
calcium loading test,?? the maximal tubular reab- 
sorption capacity for phosphate test and the hypo- 
calcemia responsiveness test,?* measurement of the 
renal phosphorus threshold,?* the Ellsworth- 
Howard test, the parathyroid activity index and 
calcium balance tests.?° Radioactive strontium has 
been used for the diagnosis of hyperparathyroid- 
ism. Final evaluation of this procedure is not 
available as yet. Anomalies in the beta-1-globulin 
area of the serum in immunoelectrophoresis have 
been reported in hyperparathyroidism.*® Hypo- 
magnesemia has been found in association with 
hyperparathyroidism. 


Summary 


Since it is a systemic disease, the protean mani- 
festations of hyperparathyroidism may affect any 
one or any combination of the body systems and 
may be encountered by any one of us regardless 
of his specialty. Certain aspects of hyperparathy- 
roidism pertaining to the symptomatology, physi- 
cal examination findings, roentgenographic find- 
ings, and laboratory findings have been reviewed. 


26 Williams, R. W.: Textbook of Endocrinology, 2d ed., Philadel- 
phia, 1955, W. B. Saunders Co. 

27 Howard, J. E., Hopkins, T. R., and Connor, T. B.: On certain 
physiologic responses to intravenous injection of calcium salts into 
normal, hyperparathyroid and hypothyroid persons, J. Clin. Endocri- 
nol. 13:1 (Jan.) 1953. 

28 Hyde, R. D., Jones, R. V., McSwiney, R. R., and Prunty, F. T. 
G.: Investigation of hyperparathyroidism in the absence of bone dis- 
ease, Lancet 1:250 (Jan.) 1960. 

2° Komarkova, A., and Korinek, J.: Immunoelectrophoresis in pa- 
tients with hyperparathyroidism, J. Lab. Clin. Med. 54:707 (Nov.) 
19 
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The best news we have to bring you is, 
of course, the successful negotiation of a 
new basic contract and individual contract 
with HMSA. Congratulations are in order 
to the Medical Care Plans Committee of 
HCMS and especially to Dick Kennedy 
and ‘Mr. Rice for the completion of a very 
much improved contract which provides the 
groundwork for further improvement of 
the services offered the public by HMSA. 

For the first time in history, I believe, the 
membership of HCMS offered an almost 
united front and showed what could be 
accomplished by doing so. It is now up to 
all of us to offer a 100% united front in 
implementing these contracts in providing 
improved medical care to the people of 
Hawaii. 


I especially appreciate the courtesy of HCMS in inviting representatives of the 
other county societies to attend the final session of the Medical Care Plans Com- 
mittee so that they could have an opportunity to express themselves prior to 
finalization of the contract. This was done at the expense of HCMS. I would like 
to see this liaison continued in the future and I am certain that the neighbor island 
county societies would be more than glad to pay their own way if they could have 
representation on this very worthwhile and important committee. 


¢ 


The Stockton plan is progressing well and will soon be in active operation. 
There seems to be a misconception on the part of some that this plan conflicts with 
HMSA or will eventually replace the HMSA plans. The Stockton plan will not 
conflict with the existing HMSA plans, any more than the Community Plan did 
when it was initiated. It is merely a further expression of complete medical care 
on a service basis with free choice of physician. It will be sold by any or all 
insurance agencies and HMSA will be in a preferential position to bid successfully 
on all contracts because of their nonprofit status. It should further increase the 
percentage of the population covered by HMSA. It is up to us to see that this 


happens. 
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I would like to stress the importance of every doctor fully informing himself 
about the King-Anderson bill for tying hospitalization of the aged to the Social 
Security system. It is urgent that we take advantage of every opportunity to discuss 
the disadvantages of this bill and the advantages of the Kerr-Mills bill so that the 
King-Anderson bill will be defeated in the next session. It is alarming to note that 
the American Nurses Association recently went on record favoring the King- 
Anderson bill. Closer to home, only three of Hawaii’s hospital administrators are 
definitely opposed to the King-Anderson bill while three have indicated they are 
in favor of it. This indicates a lack of liaison between the doctors and the admin- 
istrative personnel of the hospitals. This condition can and should be corrected. 


Courses of instruction for self care in time of mass casualties are being prepared 
and will be presented in the future. When they are, every physician should co- 
operate fully in implementing them. We cannot prepare too soon or too thoroughly 
for what we know is coming—how soon we do not know but current events 
indicate it might be sooner than many think. 


The Presidents Lage 
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OFFICIAL PUBLICATION OF THE 
HAWAII MEDICAL ASSOCIATION 


The remedy has to lie in some revision of the 
juridical process that will permit action against a 
known or suspected offender to be initiated from 
afar. Then Dr. A., knowing well that Dr. B. is 
something of a sinner, can still sit at his side in the 
locker-room and say to his friend, “Joe, they can't 
do this to you!” 

If medicine is to keep its few graspers and fum- 
blers from poisoning the well, however, somebody 
has to do it to Joe. In most cases, his friends at 
home aren't going to and shouldn't have to. . 
The ultimate solution is a central judiciary system 
that will take responsibility for initiating investiga- 
tion and action on legitimate complaints. Loca! med- 
ical societies would lose a little autonomy, but it is 
better to lose autonomy than respect. The way 
things are going now, when Hippocrates is men- 
tioned, somebody always laughs. 

ROBERT M. CUNNINGHAM, JR. 
Hospitals, Doctors and Dollars 


Discipline of erring or incompetent physicians 
in the U.S. is left largely to state boards of medi- 
cal examiners, individual hospitals, and county 
medical societies; state and other constitient medi- 
cal associations, and the A.M.A. itself, have little 
to do with this problem. So found the A.M.A. 
Medical Disciplinary Committee (Raymond M. 
McKeown, Chairman) after a two-year study, the 
report of which has just been distributed after its 
approval by the House of Delegates. 

Dr. McKeown’s Committee did not report on 
actions taken by county medical societies or gen- 
eral hospitals, but did review the pattern of 
“grievance’’ committees, by whatever name, across 
the nation. Honolulu County Medical Society first 
established such a committee in 1948, and 
changed it to an elected Medical Practice Commit- 
tee in 1954. The McKeown Committee found 
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that “‘only a handful” of societies are opposed to 
giving publicity to the activities of grievance com- 
mittees. It is widely believed that public con- 
fidence in the integrity of the committee is ef- 
fectively promoted by such pubiicity. 

The Committee strongly recommended that 
grievance committees act like grand juries, initiat- 
ing action when advisable, rather than waiting 
for a written complaint from a physician about 
an offending colleague. 

Revocation or suspension of medical license 
can be carried out for over 90 different reasons, 
no one of which is to be found in every state. 
Nine grounds are repeated in 30 or more state 
laws: drug addiction in 47 states, unprofessional 
conduct in 45; fraud in connection with obtain- 
ing a license in 44 states; alcoholism in 42, ad- 
vertising in 40, abortions in 39, conviction of a 
felony in 38; conviction of an offense involving 
moral turpitude in 36 states; and mental in- 
competence in 32 states. The Washington State 
Medical Disciplinary Board Act is held up as a 
model for others. 

Strong emphasis on medical discipline can be 
expected from the A.M.A. during the next few 
years. The last House of Delegates approved of 
the initiation of disciplinary action against a doc- 
tor at the national level, whether action had been 
taken locally or not. The House also urged all 
counties to report disciplinary actions to their 
state association, and the latter to report them to 
the A.M.A. 

The title page of the McKeown Committee's 
report is half black and half white, and the first 
page says ‘‘’Tis neither black nor white.” Such 
is medical discipline in the U. S. today. 
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National Foundation for Everything! 


Two years ago this page carried an editorial 
entitled ‘“The National Foundation for—Every- 
thing?” In it we outlined the extent to which the 
National Foundation (formerly for Infantile 
Paralysis) had invaded the fields of the Shriners’ 
Hospitals, the Bureau of Crippled Children, the 
Bureau of Vocational Rehabilitation, and the Na- 
tional Society for Crippled Children and Adults. 

We disapproved of this move, on the ground 
that poliomyelitis was still a serious problem in 
many areas, and by the Foundation’s own state- 
ment still a serious financial problem in their own 
chapters. We suggested that the move was moti- 
vated either by embarrassment at having such 
enormous sums of money to spend, or by the in- 
stinct for self-preservation—since the problem of 
poliomyelitis seemed so near to permanent solu- 
tion. 

Our suggestion that the exclusion of congenital 
heart disease from the Foundation’s program was 
solely a matter of current policy has proved to be 
quite correct. Last May 18, in an official release 
from the Foundation, congenital heart disease was 
specifically stated to be one object of the Founda- 
tion’s concern. 

National Foundation chapters are now author- 
ized to use their funds to aid victims of “‘all types 
{the italics are their own} of congenital defects.” 
These are said to “run a gamut from the simple 
birthmark to gross skeletal malformations [and 
to} include metabolic disorders and such familiar 
diseases as cystic fibrosis, congenital heart disease 
and muscular dystrophy.” The chapters are also 
authorized to “support two new medical program 
activities: Special Treatment Centers for birth de- 
fects and arthritis (and polio), and Evaluation 
Clinics for birth defects and arthritis.” The 
former must be located at a “major medical cen- 
ter,” and the latter at “‘a community general 
hospital.” 

For the time being, this would appear to leave 
virus diseases and central nervous system disor- 
ders out in the cold; but they are not being for- 


gotten: large sums are being allocated to medical 
schools and elsewhere for research and treatment 
in these fields. 

A fundamental guiding principle of voluntary 
associations for the promotion of health has been 
to avoid duplication and overlapping of effort. 
Health Councils have been established in many 
cities, one of the primary functions of which is 
to review health association activities in order to 
prevent such overlapping. 

The National Foundation, to all appearances, 
has been at pains to ignore this principle. Already 
invading the fields of at least four major national 
organizations, it has now invaded that of a fifth, 
the American Heart Association. The Founda- 
tion’s statement that it will not duplicate assistance 
already being given by the government or other 
agencies is not reassuring. The fact is that there 
are many other agencies already deeply involved 
in the areas being invaded by the Foundation. 

The American Cancer Society has announced 
publicly that the day the cancer problem is solved 
by the discovery of a specific cause and specific 
means of prevention or cure, or both, they will go 
out of business and turn their funds over to a 
foundation for distribution to other appropriate 
agencies. This is a “team’’ approach or attitude, 
which the National Foundation would have done 
well to emulate. 

Instead, seeing the approaching end of the 
poliomyelitis problem, and having already found 
that the innocent public was willing to give far 
more money than could reasonably be used for 
polio today, they have reduced the reaction of 
self-preservation to the ultimate absurdity by tak- 
ing on the task of financing research into, and 
treatment of, all virus diseases, all birth defects, 
arthritis, and all central nervous system disorders. 

We said two years ago, and we say again, that 
we can understand this, but we cannot approve 
of it, and we will not support it. It is a move that 
reflects discreditably upon the entire voluntary 
health movement. 


A Reply from the National Foundation 


The conclusions and allegations of the editorial ‘““Na- 
tional Foundation for Everything” suffer from a lack of 
factual substantiation. 

For example, it is not correct that The National 
Foundation has invaded the fields of the Shriners’ Hos- 
pitals, the Bureau of Crippled Children or the other 
organizations listed. We have worked diligently to avoid 
any overlapping of services whatsoever. 
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It is a fact that two years ago Polio was a serious 
problem in some areas and The National Foundation 
was having financial problems in meeting polio obliga- 
tions on the part of some chapters. It is inconsistent for 
the editorial to cite our financial problems on the one 
hand and on the other to assert that we have enormous 
amounts of money to spend. The National Foundation 
has never built up large cash reserves, but instead has 
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devoted each year’s contributions to current obligations 
and future research project commitments. 

Exclusion of congenital heart disease from The Na- 
tional Foundation’s original patient aid program in birth 
defects was a matter of policy, which provided for grad- 
ual beginnings in a vast field of endeavor. Who pays for 
congenital heart patients? Not the American Heart As- 
sociation. In doing research on congenital anomalies, 
how can congenital heart disease be omitted? 

Because chapters are authorized to use their funds to 
aid victims of all types of congenital defects does not 
mean they must or will do so. All chapter programs are 
planned around the needs of their particular commu- 
nities. No chapter may establish or support special treat- 
ment centers or evaluations clinics without approval of 
chapter medical advisory committees. This leaves the 
decision as to need and value strictly up to the physi- 
cians themselves. 

Virus diseases and central nervous system disorders 
are indeed not “being forgotten” in The National Foun- 
dation’s programs in both clinical and basic research. 
The importance of broad, basic research cannot be de- 
nied. As for treatment itself, there is now far too little 
money available for clinical research, and The National 
Foundation recognizes the need for and value of this 
kind of research which cannot help but provide treat- 
ment. 

It should be clear to anyone familiar with the nature 
of research that a local Health Council can play no part 
in this program since effective research cannot be con- 
fined to amy one community, institution, or scientist. 
Nationwide efforts are needed to be most effective. 


There are about 16,000,000 Americans over 
65 years of age. Of this group, an estimated 

0.5 million receive annuities they purchased 

1.3 million receive private pensions 

1.7 million receive retired employee benefits under 

Civil Service 

1.7 million receive veterans’ benefits 

11 million receive OASDI benefits, and of these 

6 million own their own homes, mortgage free 

| million own their own homes, with mortgage 


The statement that 60% of this group have an in- 
come below $1,000 a year means little, since 
64.4% of all Americans have an income below 
$1,000 a year. The figure includes family mem- 
bers without income as well as those with it. The 
aged are not a homogeneous group financially; 
in a recent survey, only 10% said they regarded 
their financial situation as precarious. 

Miss Julia C. Thompson, national legislative 
representative for the American Nurses Associa- 
tion, overlooked a lot of these facts in her recent 
testimony before Congress in support of the King 
Bill, which would finance medical care through 
the Social She also disregarded 
the 5,000,000 aged persons who are not covered 
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Nurses Support 


The National Foundation does not aid patients for 
whom adequate services are being provided by other 
agencies. The “adequacy” is determined locally by chap- 
ter medical advisory committees and other agencies. 

It would not be appropriate for The National Foun- 
dation to comment on the policies or future intentions 
of another organization, such as the American Cancer 
Society. It is pertinent to state, however, that we ex- 
panded our program into the fields of birth defects and 
arthritis only after long study, and upon reaching the 
decision that we could best serve the nation’s health 
needs in doing so. 

It would not be incorrect to say that the public obvi- 
ously has confidence in The National Foundation, and 
believes that an organization which played so great a 
role in conquering polio could also find answers to other 
crippling diseases. It should be remembered that there is 
no such thing as research exclusively limited to polio, 
because to conquer a specific disease, research has to be 
conducted on a broad, basic scale. 

It is difficult, if not impossible, to include here the 
whole story of The National Foundation’s program and 
concepts. Everyone has the right to hold any opinion on 
any subject, but that opinion can be correct or not, de- 
pending upon the facts used in reaching it. In this global 
fight against mankind’s most dread afflictions, the help 
and support of everyone is essential to victory. 
September 7, 1961 


Honolulu Chapter, The National Foundation 
Medical Advisory Committee 


THomas S. BENNETT, M.D., Chairman 


the King Bill 


by Social Security, and the fact that the estimated 
cost of the King program is already being revised 
upward. At the moment the annual maximum 
payroll tax is expected to rise from $288 to $325 
for every wage earner—and it would be the same 
for a man earning $100,000 a year as for one 
earning 5,000 annually. 

Miss Thompson emphasized the need for nurs- 
ing home care, but overlooked the fact that the 
King Bill provides for only 180 days of this, 
against an average nursing home stay of 214 
years. The Kerr-Mills Act, now law, provides 
generous Federal subsidy for any amount ex- 
pended by the state for medical or hospital serv- 
ices to the needy aged. 

Basically, as Mr. Ribicoff said with commend- 
able if appalling frankness on CBS-TV last 
spring, the King Bill’s purpose is not to aid the 
needy; it is to provide federally financed medical 
care and hospitalization to “the great middle class 
of the American public.” The “need’’ is not 
humanitarian, but strictly socialistic dogma. And 
the cost would be borne, like that of the whole 
Social Security program, in very large measure 
by our children and grandchildren. 


MEDICAL JOURNAL 


This is What's New! 


Furaltadone (Altafur, Eaton Labs.) has been 
thoroughly lambasted as a chemotherapeutic 
agent in a series of articles appearing in the New 
England Journal of Medicine and British Medical 
Journal. Various investigators found practically 
no support of the manufacturer's claim that the 
drug provided effective antibacterial action in va- 
rious infections, including staphylococcal infec- 
tions. The British Medical Journal summed it up: 
“A chemical which inhibits growth on an agar 
plate is not necessarily a chemotherapeutic agent.” 
McCarthy and Finland conclude that Furalta- 
done cannot be recommended for thera- 
peutic or prophylactic use. The Food and Drug 
Administration under pending legislation will be 
authorized to require proof of efficacy as well as 
lack of toxicity before releasing a new drug for 
sale. (New Eng. ]. Med. [July 6} 1961.) 

Patients with degenerative or rheumatic myo- 
cardial disease may develop specific anti-heart 
antibodies. Myocardial damage results in the re- 
lease of myoprotein which may in susceptible in- 
dividuals act as antigen with resulting autoanti- 
body production. The heart autoantibodies may be 
detected by the tanned red cell hemagglutination 
method. (Lancet [May 27} 1961.) 

Patients with gastric malignancy have flu- 
crescent gastric juice sediment after pretreat- 
ment with oral tetracycline. Seventeen out of 18 
patients with gastric cancer showed a positive flu- 
orescent test while 41 controls had negative tests. 
The tetracycline is administered orally for a week 
prior to performing the test. (Gastroenterol. 


{July} 1961.) 


Southern urologists ask, ‘‘Where are the 
early carcinomas of the prostate?” They liken 
the situation to carcinoma of the cervix 30 or 40 
years ago. They suggest that early diagnosis would 
make it possible to carry out cures rather than 
palliation in carcinoma of the prostate. (So. 
Med. ]. { Apr.} 1961.) 


George Griffith, writing in Los Angeles, dis- 
cusses the cardiovascular penalty for being a 
male. Noting the greater incidence of myocar- 
dial infarctions and shorter life span along with 
limited loquacity in the male, he suggests that the 
more fragile men join the stronger sex by means 
of a small daily dose of estrogen. (Ann. Int. 
Med. {July} 1961.) 
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A unilateral pulmonary infiltrate seen on an 
x-ray film of he chest is usually attributable to in- 
flammation or neoplasia. However, in a fair per- 
centage of patients, this is due to pulmonary con- 
gestion with frequently a much better prognosis. 
(New Eng. ]. Med. {June 1} 1961.) 


Pathologists at the Royal Free Hospital in 
London make a plea for greater use of cytologic 
studies in the early detection of cancer. They note 
that Great Britain lags behind both the USSR and 
the USA in routine cytological examinations for 
cancer of the uterus in spite of the fact that cyto- 
logic method originated in England over 100 
years ago when fragments of malignant tissue 
were detected in a patient’s sputum. Not men- 
tioned as one of the reasons for the cytologic 
screening lag is the Ministry of Health’s un- 
official view that periodic examination of 
the apparently healthy person accomplishes 
nothing but to encourage hypochondriasis. 
( Brit. Med. J. [June 24} 1961.) 


Irving Wright and others at Bellevue and Cor- 
nell review trends in therapy of cerebrovascular 
disease. Regarding anticoagulant therapy in cere- 
bral thrombosis, the authors are most enthusiastic 
about the use of anticoagulants in recurrent epi- 
sodes of transient cerebral ischemia. They also 
present figures that indicate benefit from long- 
term therapy in the recovery phase after a cere- 
bral thrombosis. However, they do not advise the 
routine use of anticoagulants in all patients: with 
acute cerebral thromboses. (Circulation { Mar. } 
1961.) 

Twenty per cent of patients with paralytic po- 
liomyelitis developed hypertension years after 
the onset of the acute paralysis. The incidence of 
the hypertension parallels the degree of skeleto- 
muscle atrophy. (Arch. Int. Med. [Apr.} 1961.) 

A Texas group re-evaluates translumbar aor- 
tography. Although they had six deaths in their 
first few hundred aortographs by the translumbar 
route, they have had no deaths or major complica- 
tions in the last 1,625 aortographs. They empha- 
size that the patient be well hydrated, that the 
aorta be punctured several centimeters prox- 
imal to the celiac axis, and that no more than 
30 ml of contrast material be injected. Mul- 
tiple injections are strictly avoided. (Surgery 
{June} 1961.) 


FRED I. GILBERT, JR., M.D. 
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ADVERTISEMENT 


DANGER 
OF 
SOCIALIZED 
MEDICINE 


Is a very real one. However, as long as people‘can continue to 
adequately finance their own medieal care through voluntary, 
pre-payment plans there willbe little excuse for government 
interference in this area. 
An ever present danger, which could weaken a pre-payment 
plan from within and open the flood gates of socialized medi- 
cine, is UNNECESSARY UTILIZATIONS OF BENEFITS. 
Physicians, hospitals and members by helping fight the UN- 
NECESSARY UTILIZATION problem aré-im a very real 


sense fighting Socialized Medicine. 


HAWAII MEDICAL 
SERVICE ASSOCIATION 


Dedicated to Proving that a Community 
Through the Cooperative Efforts of its 
People, Physicians and Hospitals can Best 

Solve its Own Medical Economic Problems. 


3 
HMSA | 
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Poisoning 


Brief Reports on Poisoning from 
the Poison Control Center 


For the past four years, the Poison Control Center at 
Children’s Hospital has offered an invaluable poison 
information service to physicians. In addition, the Center 
has recorded many interesting cases of poisoning, which 
have come to our attention. Some of these have had 
therapy initiated promptly upon our recommendations. 

Through the collection and interchange of data from 
the experiences of the Center, the attending physicians, 
and hospital personnel, the Poison Control Center plans 
to publish in the HAWAI MEDICAL JOURNAL, instructive 
cases of poisoning occurring in Hawaii. It is hoped that 
this information will help to devise means for better 
prevention and more efficient treatment procedures. 

RicHArD K. B. Ho, M.D. 
Director 
Poison Control Center 


Organic Phosphate Poisoning 


Case No. 1: This teen-age boy complained of severe 
stomach-ache shortly after dinner. According to his 
father, the patient had sprayed vegetables all afternoon 
with a potent insecticide containing parathion. The pa- 
tient had several bouts of vomiting and was ordered to 
bed on suspicion of flu or food poisoning. He was quite 
restless throughout the night. About 13 hours from onset 
of symptoms, he vomited coffee-ground material and 
complained of violent abdominal cramps. He was rushed 
by ambulance to the hospital but expired enroute. It was 
later learned that the concentrate had been improperly 
diluted and the patient had used no protective devices. 

Case No. 2: This two-year-old girl was admitted in 
coma following ingestion of unknown quantities of an 
insecticide containing malathion. Both pupils were con- 
stricted and did not react to light. The face was flushed 
and an increase in perspiration and salivation were noted. 
All reflexes were absent. Atropine (0.2 mg.) was given 
intravenously and repeated a short time later. The 
response was dramatic and the patient was discharged 
after three days of hospitalization. 


Discussion 


Both cases illustrate the dangers of organic 
phosphate insecticides. Parathion, as well as TEPP 
(tetraethylpyrophosphate), was derived from 
World War II researches on chemically related 
compounds known as ‘‘nerve gases.’ Malathion, 
though similar, is only about 1/100 as toxic. In 
the United States, outbreaks of occupational dis- 
ease occur annually among crop workers. Several 
deaths through accidental ingestion by children 
have been reported. The mean lethal dose for an 
adult is probably 300 mg. (4 mg/kg). 

Signs and Symptoms: Organic phosphate poi- 
soning causes excessive cholinergic stimulation. 
Patients complain early of abdominal pain which 
is usually followed by vomiting and retching. An 
early warning sign of imminent toxicity is uncon- 
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trollable twitching of the eyelids. Perspiration, 
lacrimation, and increase in oropharyngeal secre- 
tions are frequent findings. Other signs and symp- 
toms are flushing, dyspnea, weakness, dizziness, 
and numbness. Severe toxicity may terminate with 
convulsions, ataxia, coma and depression of the 
respiratory and circulatory centers. Anticholines- 
terase activity in the blood serum may be di- 
minished. 

A history of exposure may avert a tragedy of 
misdiagnosis since the presenting symptoms may 
be confused with the flu syndrome, food poison- 
ing, gastroenteritis, or heat stroke. 

One should note that poisoning may result 
from absorption through the skin, as well as the 
respiratory and digestive tracts. Improper dilu- 
tion of concentrates, poorly designed protective 
devices, and careless handling have been cited as 
reasons for acute poisoning. The chemical residue 
on the surface of fruits and plants can remain 
toxic for days. Physicians should also be aware of 
air pollution problems that might affect surround- 
ing housing areas. 


Treatment: 


1. Prompt removal from exposure. Wash any 
contaminated areas of skin and eyes. 

2. Atropine—give intravenously in doses of 
1-4 mg. (proportionately smaller doses for 
children). Repeat doses may be given at 
15-60 minute intervals until atropinization 
is noted or no further signs of organic 
phosphate poisoning are present, especially 
excessive salivation. Patients poisoned by 
anti-cholinesterase organic phosphates are 
said to have increased tolerance for atropine. 

3. Anticonvulsants — give whenever convul- 
sions occur. (Do not give morphine, 
theophyllin or aminophyllin. ) 

4. Remove bronchial secretions and correct 
respiratory disturbances. (Note: Some in- 
secticides contain hydrocarbons, such as 
xylene, kerosene, etc. Apply treatment ac- 
cordingly. ) 

5. New drug — 2-pyridine aldoximine meth- 
iodide (2-PAM). For experimental use only 
(1-2 grams intravenously ) . 
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In Memoriam - Doctors of Hawati- XX XIV 


This is the thirty-fourth installment of In 
Memoriam—Doctors of Hawaii. 


Alfred Herbert Waterhouse 


Alfred Herbert Waterhouse was born at Cedar Rapids, 
lowa, on August 12, 1877, the son of William and Me- 
licent P. (Smith) Waterhouse. He was a descendant of 
Hawaii's pioneer families 
on both sides. His grand- 
parents, John Thomas 
and Eleanor Dickenson 
Waterhouse, came from 
Tasmania to Hawaii in 
1851 to found the family 
here. William Water- 
house, the doctor's fa- 
ther, was the youngest 
son of this couple. 

In 1897 the family 
moved to Pasadena, 
California. 

Alfred's preliminary 
education was received 
at the Princeton prepar- 
atory school. From there 
he went on to Princeton University where he was 
granted his A.B. degree in 1902. While at Princeton his 
two most enjoyable courses were Political Science under 
Woodrow Wilson and English Literature under Henry 
Van Dyke. In 1906 he received his M.D. degree from 
Rush Medical College. Dr. Waterhouse interned at Sil- 
ver Cross Hospital at Joliet, Illinois, from June, 1906, 
to June, 1907. In February, 1926, he took postgraduate 
work at the Mayo Clinic. 

Dr. Waterhouse married Mabel Z. Palmer at Irwin- 
dale, California, on July 4, 1907. The couple had three 
children, William Allen, Florence Melicent and Marjorie 
May. 

In July and August, 1907, Dr. Waterhouse went to 
the Navajo Reservation at Ganada, Arizona. 

In September of the same year the doctor and his 
bride came to Koloa, Kauai, where he became resident 
physician for the Koloa Sugar Co., Ltd., and govern- 
ment physician for the district. He made his residence 
in the old Smith homestead at Koloa and maintained 
the old adobe house in which his mother, Melicent 
Philena Smith, had been born. Dr. Waterhouse served 
as government port doctor for Kauai as well as being 
the Board of Health doctor for the Koloa district. 

Coming as he did in the horse and buggy days when 
many calls were made on horseback carrying saddle 
bags, Dr. Waterhouse was instrumental in establishing 
many medical milestones on Kauai. It was he who 
secured the first resident dentist at Koloa as well as the 
first eye, ear, nose, and throat specialist. He also estab- 
lished the first medical laboratory on Kauai and was 
one of the first to set up prenatal care and baby clinics 
on the Island. In 1910 he saw the Koloa Plantation Hos- 
pital built and had physiotherapy equipment installed 
in 1926. 

In 1933 he retired as plantation physician and devoted 
his time to private practice. 

In addition to resuming the medical career of his 


DR. WATERHOUSE 
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missionary grandfather, Dr. Waterhouse served on the 
Board of Trustees of the Koloa Union Church, which 
was founded by the missionaries and maintained by his 
family. He also taught a Sunday School class of junior 
high school boys. 

Dr. Waterhouse was appointed Commissioner of Pub- 
lic Instruction from Kauai in 1934 and served in this 
capacity until 1945. At the same time he served as a 
trustee of the Samuel Mahelona Hospital at Kapaa. 
During the war Dr. Waterhouse was Secretary of the 
Medical Advisory Board of the Selective Service Draft 
Committee. 

In 1947 the doctor celebrated his 70th birthday at the 
family residence on Koloa with a party for 100 of his 
old friends. 

On December 24, 1948, at the age of 71, Dr. Water- 
house died. 

He was the first president of the Tuberculosis Asso- 
ciation on Kauai, a member of the Hawaii Medical So- 
ciety, a Boy Scout sponsor and member of the board, 
member of the board of the Salvation Army of Kauai, 
member of the Board of Trustees for Kukuiolono Park 
and a member of Alpha Kappa Kappa fraternity. 


Charles Paul Durney 


Charles Paul Durney was born at Columbus, Ohio, 
on November 19, 1887. He was the son of Daniel John 
and Mary Elizabeth (O'Sullivan) Durney. 

His preliminary education was received in the public 
schools in Kenova, West Virginia, and at Miles City, 
Montana. He then attended Marshall College, Hunting- 
ton, West Virginia, and graduated from Georgetown 
University Medical School in Washington, D. C., in 
1909. 

On December 7, 1910, Dr. Durney married Margaret 
May Bell. The couple had three children: Margaret 
Louise, Marie Rennis, and Charles Paul Durney, Jr. 

A vacation trip brought Dr. Durney to Hawaii in 
1910, and he remained to practice medicine. He was 
first appointed government physician in the Kahuku 
district of Oahu. He also served as physician for Ka- 
huku and Laie plantations and Koolau Railroad Co. 
Later he became government physician for the Koolau- 
poko district and surgeon for Libby, McNeil & Libby. 

In 1912 Dr. Durney was appointed medical superin- 
tendent of Kula Sanatorium on Maui. From 1912 to 1925 
under his care the institution grew to 250 beds and be- 
came a real influence in the tuberculosis field through- 
out the Islands. 

In 1925, due to his desire to educate his children on 
the mainland, Dr. Durney left Kula to become associated 
with Dr. George H. Evans and Dr. Philip King Brown 
at Alum Rock Sanatorium in San Jose, California. He 
worked not only in this institution but throughout the 
community in association with tuberculosis clinics and 
the Santa Clara County Tuberculosis and Health Asso- 
ciation. 

Dr. Durney died March 19, 1932, in San Jose at the 
age of 44. 

He was a member of the San Jose County Medical 
Society, the California Medical Association, the Amer- 
ican Medical Association, the California Tuberculosis 
Association, the Laennec Society of Northern California, 
and the San Jose Lions Club. 
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Book Reviews 


* Gastric Cytology, Principles, Methods, 
and Results 


By Rudolf Otto Karl Schade, M.D. (Dunelm), M.D. 
(Tubingen), I.R.C.P., M.R.C.S., 83 pp., $8.00, The 
Williams & Wilkins Co., 1960. 


This is an excellent monograph on the subject of gas- 
tric cytology. It begins with a historical review of the 
attack on gastric cancer. Stress is placed on the impor- 
tance of new methods for early diagnosis to improve 
survival rate. A history of gastric cytology is presented 
and the basis of cytologic study is discussed. There is a 
plea for the use of both histology and cytology side by 
side. Techniques for collection of material are described 
and evaluated. Smear staining, scanning, and classifica- 
tion are also dealt with. A description of a method of 
photomicrography of cytologic preparation is an unusual 
addition to the text. Then normal and abnormal cells in 
various conditions are described. The text finishes with 
presentation of results. 

This, however, is not the end of the volume, since 
there follow numerous black and white photomicro- 
graphs and some diagrams illustrating many facets of 
gastric cytologic study. A few gross pictures are pre- 
sented. The photographs can be interpreted by the ex- 
pert cytologist, but lack of color is as always a drawback 
for the non-cytologist. Furthermore, at times the mag- 
nification seems poorly chosen. In general, however, the 
pictures are an excellent guide for those with basic 
knowledge in gastric cytology and the text is an excellent 
introduction for beginners in the field. 

Physically the book is well bound, the print is large 
and readable, and the contents and bibliography are 
adequate. Lack of an index is not a great drawback in 
such a small volume. 

W. Civin, M.D. 


*Handbook of Surgery 


John L. Wilson, M.D., Editor, 644 pp., $4.00, Lange 
Medical Publications, 1960. 


This is a handy reference book; an index gives the 
reader quick access to specific surgical entities, their 
clinical findings, diagnosis, and treatment. The title 
refers to surgery in general and includes the surgical 
specialties (gynecology, urology, neurosurgery, and 
traumatic orthopedic surgery) as well as all phases of 
general surgery. It is complete. It appears to be up to 
date; it includes specific references to the literature as 
late as 1958 (Wangensteen’s intragastric cooling for 
massive gastrointestinal hemorrhage). It includes basic 
concepts in the discussion of classic entities; i.e., Haagen- 
sen’s criteria of operability in carcinoma of the breast. 

In the discussion of some subjects, on the other hand, 
it mentions techniques which are somewhat outmoded; 
i.e., the injection of ether through a T-tube to dissolve 
a retained common duct calculus. Occasional well-drawn 
illustrations and charts lend clarity to the text. Minor 
disadvantages are the small print and lack of bibliog- 
raphy. 

In general, this is a book which would be of value 
in the hip pocket or on the bedside table of every sur- 
gical intern and resident, and of every practicing surgeon 
also. 

C. S. Jupp, Jr., M.D. 

*% Highly recommended. 
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Back Pain 


By John McM. Mennell, M.D., 226 pp., $9.50, Little, 
Brown & Co., 1960. 


The first 38 pages set the tone for the entire volume. 
Those who can understand and accept the author's con- 
cepts of “joint play,” “joint lock,” and “joint dysfunc- 
tion’” should read on. They will find this volume an 
all-encompassing monograph of diagnosis (which is de- 
scribed as obvious most of the time, if the author’s tech- 
niques of examination are followed) and of treatment 
by manipulation of almost any condition of any part of 
the vertebral column that is or ever has been reasonably 
proved to be a cause of neck or low back pain. 

The entire field of ruptured disc diagnosis and surgery 
is passed .off in relatively few pages, and his picture is 
certainly a discouraging one for those unfortunate sur- 
geons engaged in this field of surgery. The fact that 
several congenital anomalies about the lumbosacral artic- 
ulation have been listed as causes of low back pain, 
though these same anomalies have been rather conclu- 
sively shown to be insignificant factors as causes of pain 
by elaborate well-controlled x-ray and pre-employment 
physical examinations with adequate post-employment 
followup, makes me reluctant to accept at face value 
much that is written. 

The whole volume smacks of my idea of osteopathy. 


DONALD A. JONES, M.D. 


The Other Child. The Brain Injured Child, 
2d Ed. 


By Richard S. Lewis, Alfred A. Strauss, and Laura E. 
Lehtinen, 148 pp., $3.75, Grune & Stratton, 1960. 


The book deals with the problems of brain damaged 
children which perplex those who are entrusted with 
their care, whether it be the parents or others. There are 
few physicians who can take the time to help those 
caring for the brain damaged child to understand them. 
Physicians should know that this book exists and pre- 
scribe it for parents who need all the help they can get. 
How any single community deals with training for their 
children outside of the home can’t be spelled out. How- 
ever, parents familiar with the material in this book 
could band together and, with the guidance of child 
psychologists and teachers, might well develop a pro- 
gram in any community and share in its operation. 


R. FREDERICK SHEPARD, M.D. 


*Radiation—Use and Control in Industrial 

Application 

By Charles W. Shilling, M.D., Sc.D., 223 pp. $6.75, 
Grune & Stratton, 1960. 


The atomic age is persistently pressing itself upon the 
consciousness of the practicing physician. When the pa- 
tient asks whether an x-ray or radioisotope procedure 
will harm him or his offspring, the question cannot be 
ignored and the physician can no longer afford to be 
ignorant or hazy in his answers. 

In straightforward, non-technical terms, the present 
monograph—by the Deputy Director, Division of Biol- 
ogy and Medicine, U. S. Atomic Energy Commission— 
provides a rational approach to the radiation problems 

(Continued on page 88) 
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Hawaii Medical Association 


AMA Delegate’s Report 


The 110th meeting of the AMA was held in 
New York City from June 25 to 30. Two hundred 
sixteen delegates met in the Statler-Hilton Hotel 
to act on 28 reports and 115 resolutions, thought 
to be the largest number ever presented. 

MEDICAL DISCIPLINE 

A 76-page report of the Medical Disciplinary 
Committee, emphasized in the address of the 
President, Dr. Leonard Larson, was approved by 
the House without dissent. Noteworthy recom- 
mendations in it: 

1. That the AMA be enabled to suspend or re- 
voke membership regardless of whether or not 
action has been taken at a local level. 

2. That both county and state societies use their 
grievance or medical practice committees as 
“grand juries’’ to initiate needed actions. 
PARAMEDICAL PROFESSIONS 

So vehement were the protests against the 
Trustees’ recommendation that a new Council be 
formed to deal with problems relating to other 
health professions and services (psychologists, 
optometrists, podiatrists, etc.) that the House es- 
tablished a “Commission” of seven, to be ap- 
pointed by the Speaker, for this purpose. Subcom- 
mittees of three to five members, selected by the 
Commission from lists of names submitted by the 
various AMA Sections, will consider problems in 
specific areas. 

“ABDOMINAL” SURGEONS 

Diplomates of the wildcat ‘American Board 
of Abdominal Surgery” and their sympathizers 
“packed” the meeting of the Section on General 
Surgery, threw out the men chosen by the nom- 
inating committee, elected their own slate of 
officers, and passed resolutions adding five “‘of- 
ficers-at-large’’ to the Section’s Executive Commit- 
tee and officially approving of the American 
Board of Abdominal Surgery. No one appeared 
before the Reference Committee to support the 
resolutions, however, so the House upheld the 
Committee's recommendation that they be not 
adopted. The vulnerable democratic process in the 
Section meeting had been successfully backstopped 
by the less vulnerable republican process in the 
House of Delegates. The Section on General Sur- 
gery may need to meet in the Yankee Stadium 
next year! 

OSTEOPATHY 

Policy regarding osteopathy was handed back 

(Continued on page 74) 
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MINUTES OF THE COUNCIL MEETING 
July 21, 1961, at 5:30 p.m. 
Pacific Club, Honolulu 


PRESENT 


Dr. J. A. Burden, presiding; Drs. Allison, Andrews, 
Benson, Giles, Goodhue, Nishijima, Richert, and West 
plus guests, Messrs. Lytle and Kennedy and Dr. Arnold. 


The minutes of the March 27, 1961, meeting were 
approved as published. 


HMSA SPONSORSHIP 


A letter from the National Association of Blue Shield 
Plans dated July 14 states that they have nothing in their 
files showing when HMSA originally received medical 
society approval. Dr. West noted that the Honolulu 
County Medical Society was the first to sponsor the 
HMSA. Dr. Burden said the House of Delegates could 
be called upon to endorse the HMSA at the state level. 


OAS! FORMS 


The request that each county medical society contact 
its Social Security office to get them to agree to a stip- 
ulated fee for filling out forms received only one reply, 
from Hawaii. The Maui and Kauai representatives ad- 
vised that this matter had not been brought before their 
societies and it was agreed to send a follow-up letter. 


MEDICAL CAREER RECRUITING 


Correspondence with Dr. William F. Moore, Jr., 
relative to establishing a recruiting committee, was read. 
Dr. Richert suggested that this be tied in somehow with 
the Governor’s Committee on Higher Education which 
deals with medical education in the thirteen western 
states participating in WICHE. He gave a brief outline 
of this committee's activities. Dr. Giles advised that the 
Health Education Committee has also been discussing 
this subject and that should be taken into consideration 
when the activities of the appointed committee are 
designated. Dr. Nishijima questioned whether we have 
the same trouble here as on the mainland. Dr. Richert 
advised that at the present time there are some 36 men 
from Hawaii studying medicine. About 12 or 13 enter 
medical school each year. Dr. West noted that statistics 
show that the number of doctors in proportion to the 
population is getting less and less and that it doesn’t 
mean that everyone who studies on the mainland will 
come back here to practice. The purpose of this program 
would be to get better students interested in studying 
medicine. Dr. Allison felt that the Health Education 
Committee should be relieved of its part in this program. 

ACTION: 

A motion to approve the formation of a commit- 
tee to promote Careers Day was seconded and 
passed. 

PODIATRY IN HOSPITALS 

A request to support the American Academy of Ortho- 
paedic Surgeons’ position on the practice of podiatry 
in hospitals was read. Dr. Arnold spoke on the extensive 
discussions of this subject at the AMA meeting and out- 
lined the make-up of the commission that is being formed 
to handle problems relating to paramedical groups. It 
(Continued on page 80) 
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Notes and News 


Names in the News 


The profession, especially the General Practitioners, 
have lost a good colleague in Dr. Kenneth K. O. Ching 
who unexpectedly passed away. He was only 39. 

Recent heart research grant recipients were Drs. M. E. 
Berk, A. S. Hartwell, L. T. Chun, Paul Gebaver, and 
Bernard Yim. Drs. Berk and Hartwell are to continue 
the Hawaii ethnic survey on atherosclerosis. Dr. Chun’s 
project, centered at Children’s, will involve study of the 
beta hemolytic streptococcus. Dr. Gebauer will continue 
in open heart surgery. 

Dr. William John Holmes has been elected a member 
of the Oxford Ophthalmological Congress. In July he 
delivered a lecture to this group. He also made news 
with his newspaper article entitled “Information is Great 
Need for Better Health in Asia.” 

Dr. and Mrs. Edmund Lee had quite a spread in the 
society columns for the “Chinese” Baby “luau” they 
had at the Hawaiian Village Longhouse. 

Four doctors’ offices at the Central Medical Building 
were entered by burglars recently. Total loss was $5.00 
from Dr. Robert Katsuki’s office—mighty small pickings! 

Speeding, screaming ambulances continue to make 
headlines. Pertinent comments were made by Drs. F. J. 
Pinkerton, Joseph Strode, David Katsuki, and Oscar 
Creech, a visiting professor from New Orleans. 

Dr. Joseph Palma made national headlines with his 
views on medical training of doctors and in govern- 
mental treatment of doctors, combining to impair serv- 
ices to patients. His comments were made at the recent 
AMA meeting, pediatrics section, and were picked up by 
the wire services. 

Loss of a prized cat, “Ralph,” caused Dr. Walt Quisen- 
berry’s son to be heartbroken. 

Doctors from the State Hospital (Cody and Spero) 
with Dr. Richard K. C. Lee, Health Department head, 
made interesting news when a convicted burglar and an 
accused killer “walked” out from the hospital. New 
security measures will probably result from this. 

Dr. Paul G. Stevens from Molokai was very pleased 
at the $250,000 state appropriation towards the con- 


Kenneth K. O. Ching, son of Mrs. Sam Yee 
Ching and the late Mr. Ching of Honolulu, was 
born on April 23, 1922. Following his graduation 
from St. Louis College in 1943, he attended the 
University of Hawaii for two years. After three 
years of service in the United States Army, Ken- 
neth left for Dayton, Ohio, where he completed 
his pre-medical studies in 1948. 

In 1953, he received his medical degree from 
Loyola Medical School in Chicago and returned 
to Hawaii to intern at The Queen’s Hospital, then 
as a surgery resident at St. Francis Hospital for 
another year. Kenneth was then associated with 
Children’s Hospital as a surgical assistant for 114 
years. Besides being in general practice in Kalihi, 
he had been a C & C physician from 1955 to 
1960. 
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KENNETH K. O. CHING, M.D. 
1922-1961 


struction of a much needed general hospital on his is- 
land which will replace the present outmoded firetrap. 

Dr. Robert Spencer stressed new treatments in mental 
diseases and received complimentary comments from 
the press. 

The HMSA-HCMS hassle is making noteworthy news. 
Even HMA President, J. Alfred Burden, got into the pic- 
ture. 

Dr. Norma Sneed of Queen’s looked professional in a 
picture published in a local paper concerning a story on 
the artificial kidney at that hospital. 

Dr. Richard You was elected co-chairman of the Korean 
Community Council. 

Dr. Robert Chung made the front pages when he was 
nominated for membership in the Oahu School Advisory 
Council, but was subsequently rejected by the City Coun- 
cil. 

Plans and groundbreaking ceremonies for the new Ha- 
waii Medical Library Building were much in the news 
recently. Participating in the ceremonies, their happy 
faces prominently displayed in the local paper, were 
Drs. Grover Batten, Fred Giles, Henry Gotshalk, A. S. 
Hartwell, and Richard Lee. 

Dr. John Bell seems to be spending much time on 
golf. His 4 up on par was winner at a recent O.C.C. 
tournament. 

Socialite Dr. C. W. Trexler looked handsomely young 
in a picture he had taken with General Sabini at the 
Italian consulate’s centennial celebration. Dr. and Mrs. 
Les Vasconcellos attended the same party and made a 
handsome couple on the society page. Trex’s picture 
was also conspicuous as the installing officer of the new 
officers of the Honolulu Lions Club. 


Congratulations 


The Kaiser Foundation Hospital, for full accredita- 
tion by the Joint Committee of Accreditation of Hos- 
itals. 
Dr. Katherine J. Edgar and Dr. Carolina Dizon Wong, 
whose careers were feature articles in the local papers. 
They made fine interesting reading. 
(Continued on page 76) 


In 1946, Kenneth married Lily H. Hee, daughter 
of Mr. and Mrs. Hoy Hee of Honolulu. They 
have three children, Kenneth K. Y., Anthony 
Xavier, and Bernadette Ann. 

He had always enjoyed golf and was a member 
of Moanalua Golf Club. He was also active in 
the following societies: Honolulu County Medical 
Society, Academy of General Practice, Hawaii 
Catholic Physicians Guild, Ching Clan Benevolent 
Society, See Dai Doo Society, Xavier Club, Ca- 
thedral Choir Chorus Club, St. John’s Holy Name 
Society, and many others. 

On June 12, 1961, Dr. Kenneth K. O. Ching 
passed away, at the age of 39. 


WILLIAM L. DANG, M.D. 
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County Society Reports 


Hawaii 


The regular meeting of the Hawaii County Medical 
Society was held at the Tropics Lanai as a dinner meet- 
ing on June 8, 1961. Guests present were Dr. George 
Bracher, Dr. N. Sloan, Mr. & Mrs. Droste, Charles 
Dahlberg, Duncan MacNaughton, Paula Kimi, and 
LeRoy Andrews. 

Awards were presented to winners of the recent essay 
contest (County, State, and National levels) to Charles 
Dahlberg ($50.00), Duncan MacNaughton ($25.00), 
Paula Ann H. Kimi ($15.00), and LeRoy M. Andrews 
($10.00). 

The membership was then informed that Mrs. Janet 
Lang was the recepient of the Hawaii County Medical 
Society scholarship to the University of Hawaii. 

A discussion then followed in regard to the question 
of signing new contracts with the HMSA as individual 
participants or as a group through the County Medical 
Society. After a lengthy discussion, Dr. Henderson 
moved that we support the action of the Honolulu 
County Medical Society in requesting the individual doc- 
tors to delay signing as individuals until the negotiating 
committee of the Honolulu County Medical Society gives 
a report. This was seconded by Dr. Wipperman. The 
motion was defeated. 

Dr. Steuermann moved, seconded by Dr. Henderson, 
that we ask Dr. George Mills to come to Hilo and ex- 
plain the “Stockton Plan” at a breakfast meeting to be 
held on Sunday, June 25, at 7:30 A.M. The motion was 
carried unanimously. 

Dr. George Bracher then gave an interesting talk on 
“Pelvic Carcinomas” following the business portion of 
the meeting. 


A special breakfast meeting of the Hawaii County 
Medical Society was held at the Hilo Hotel on June 25, 
1961. Guests present were Drs. George Mills, George 
Bracher, and M. Faus. 

The meeting was called to order by Vice-President 
Pete Okumoto at 7:55 A.M. 

Dr. George Mills then spoke on the “Honolulu Foun- 
dation Plan” followed by a question and answer pe- 
riod. The meeting adjourned at 10:15 A.M. 


The July 27, 1961 meeting of the Hawaii County Med- 
ical Society was held at the Hilo Hotel. Guests present 
were Drs. Grover Batten, from Honolulu, Best, George 
Bracher, and P. Walsh. 

Dr. Wilmot Boone’s application for membership into 
the Society was approved unanimously. 

The membership voted to invite Dr. Nesselrod, a 
proctologist from California, to conduct a two-day meet- 
ing in Hilo on Oct. 12 and 13, 1961. 

Dr. Grover Batten then gave an interesting talk on 
“Cancer of the Thyroid’ following the business por- 
tion of the meeting. He also commented on the work- 
ings of the Tumor Registry. 

Following this a short movie was shown on cancer 
of the rectum and colon. This was a preview, prepara- 
tory to showing the movie to the public. 


FRANCIS F. C. Wonc, M.D. 
Secretary 


Honolulu 


The Honolulu County Medical Society met on Tues- 
day, June 6, 1961 at 7:30 P.M. in the Mabel Smyth 
Auditorium. Approximately 240 members were present. 

A movie on Aerial Medical Research was shown and 
the speaker was Lt. Col. F. S. Spiegel, MC, Diplomate 
of the American Board in Aviation Medicine. 


Presentation of Awards to 1961 AAPS Contest Winners: 


Honolulu County Winners: Certificates presented by Dr. Hartwell 
Ist place—Harriet Fishel, $75 stock certificate 
2nd place—Sylvia Yanagisako, $35 stock certificate 
3rd place—Thomas Cordes, $20 stock certificate 
4th place—Jeffrey Gordon, $20 stock certificate 
State Winner: Award presented by Dr. F. L. Giles 
Ist place—Harriet Fishel, $100 
National Winner: Award presented by Dr. F. J. Pinkerton 
llth place—Harriet Fishel, $75 


The following new active members were welcomed 
into the Society by Dr. Richard Moore: Drs. John F. 
Hanley, Doris R. Jasinski, Robert A. Nordyke, and 
George F. Parker. 

A letter from Dr. Robert D. Millard submitting his 
resignation from the Board of Censors was read. The 
Chair explained that at the last election the Nominating 
Committee nominated Dr. Millard who is not a past 
president of the Society and cannot serve as a member of 
the Board of Censors. Dr. Millard has been replaced by 
Dr. Douglas Bell. 

House Resolution 108 adopted by the House of Rep- 
resentatives of the First Legislature of the State of Ha- 
waii in honor of Doctor's Day was read. 

Dr. Richard Lee asked for volunteers to be on call to 
care for emergency medical needs of approximately 600 
or more foreign participants attending the Pacific Science 
Congress. Doctors who would like to help out were 
asked to call either Dr. Mills, Dr. Lee or the Executive 
Secretary of the Medical Society. 

The doctors were reminded to turn in their applica- 
tions for membership in the Honolulu Foundation for 
Medical Care if they had not done so already. 

The Chair announced that an ad hoc committee has 
been appointed to study the future staffing of Maluhia 
Hospital. Dr. Giles, chairman of the committee, reported 
that a first meeting has been held and that a report 
would be forthcoming. 

Dr. Batten reported that the plans and specifications 
for the Medical Library have been sent out and that bids 
will open the first of the month. He stated that it is 
anticipated that construction will begin the first of 
August. 


HCMS-HMSA: 


Dr. Hartwell announced that tonight's discussion is 
a result of a letter received from HMSA notifying the 
Medical Society that they wish to terminate the basic 
contract as of June 30, 1961. Before proceeding with 
the discussion he requested all non-members of the So- 
ciety to leave the meeting, then spent a few minutes out- 
lining what the officers and Board of Governors have 
been doing with regard to HMSA. He reviewed briefly 
the history of the County Medical Society and HMSA’s 
relationship and presented in chronological order the 
events leading up to the letter of termination from 
HMSA. He then asked the membership to bear in mind 


(Continued on page 76) 
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(brand of diphenoxylate hydrochloride with atropine sulfate) 
lowers motility 
>< controls diarrhea 


Lomotil brings prompt symptomatic control in diarrhea, either acute or chronic. 
Both pharmacologic and clinical evidence indicate that Lomotil selectively lowers 
the propulsive component of gastrointestinal motility without relaxing intestinal 
sphincters. So efficient is this action that studies in mice have shown Lomotil to be 
effectively antidiarrheal in one-eleventh the dosage of morphine. 
Such striking antidiarrheal activity strongly suggests that Lomotil is the drug of 
first choice for prompt and positive control of diarrhea. 


Dosage: The recommended initial dosage for adults is two tablets (2.5 mg. each) 
three or four times daily, reduced to meet the requirements of each patient as soon as 
the diarrhea is under control. Maintenance dosage may be as low as two tablets daily. 
Lomotil is supplied as unscored, uncoated white tablets of 2.5 mg., each containing 
0.025 mg. of atropine sulfate to discourage deliberate overdosage. Recommended 
dosage schedules should not be exceeded. 


An exempt preparation under Federal Narcotic Law. 


Descriptive literature and directions for use available in G.D. SEARLE «& co. 
Physicians’ Product Brochure No. 81 from G. D. Searle & CHICAGO 80, ILLINOIS 
Co., P.O. Box 5110, Chicago 80, Illinois. Research in the Service of Medicine 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 


Menus and Recipe Book 


A new, authoritative patient-aid . . . for professional distribution only 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) ........... 50-55% 
Oleic acid glycerides (mono-unsaturated) ............ 16-20% 
Palmitic, stearic and myristic glycerides (saturated) .... 25-30% 
Phytosterol (Predominantly beta sitosterol) .......... 0.3-0.5% 
Total tocopherols 0.09-0.12% 


Never hydrogenated—completely salt free 


Poly-unsaturated Wesson is unsurpassed by any readily 
available brand, where a vegetable (salad) oil is medically recommended 


for a cholesterol depressant regimen. 
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USE THIS HANDY ORDER FORM 
The Wesson People, P. O. Box 2184, Fullerton, Calif. 


Please send_____free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients, 


ADDRESS. 
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Official Publication of the Hawaii Nurses Association 


MAYBELLE TERRIL, Editor 


FLORA OZAKI, Associate Editor 
KATSUKO ENOKI, Associate Editor 


Rose ANN Poyzer, Executive Secretary 


HAZEL KIM, Associate Editor 
MILpRED Kim, Associate Editor 


Expansion of ANA Functions 
Considered 


How can ANA best meet emerging clinical in- 
terests of nurses while, at the same time, retaining 
and improving the important functions which it 
presently carries? 

This was the major question for discussion at a 
June meeting of the ANA Board of Directors and 
a three-day joint session with state nurses associa- 
tion presidents and executive secretaries. 

Basis for the discussion was a progress report, 
presented after nearly two years of study, by the 
Special Study Committee on the Functions of the 
ANA. 

In its report the Committee pointed out that 
increasing specialization in the health field, in- 
cluding nursing, has brought about the develop- 
ment of special clinical concerns on the part of 
nurses. While nurses have organized ANA Con- 
ference Groups on Operating Room Nursing, 
Psychiatric Nursing Practice, and Maternal and 
Child Health, there is no way at present for 
adequately serving current clinical interests of 
nurses or providing for anticipated continued de- 
velopment within specialized areas of nursing. 

The report also focused on other functions 
which the committee believes ANA should carry 
in fulfilling its obligations to members and the 
public, and suggested possible rearrangements 
within ANA that would make it possible for the 
association to assume additional responsibilities. 

The Board, after discussion with state associa- 
tion representatives: 


© approved the establishment of a committee on 
nursing education and a committee on nursing 
service but deferred appointment of the com- 
mittees pending further suggestions from the 
Study Committee as to the scope of their re- 
sponsibilities. 
The Study Committee suggested that an ini- 
tial task of these committees should be the 
development of standards of nursing educa- 
tion and nursing service. 
¢ authorized officers of the ANA Conference 
Group on Psychiatric Nursing Practice to begin 
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work on defining levels and standards of prac- 
tice within psychiatric nursing. 


e authorized officers of the ANA Conference 


Group for Operating Room Nurses to begin 
work on standards for nursing care in the op- 
erating room. 
Work on these will be started at scheduled 
meetings of these two conference groups in 
September. 
¢ approved the establishment of a joint commit- 
tee on the ANA and the National Student 
Nurses’ Association for consideration of com- 
mon interests and goals for the nursing profes- 
sions and those preparing to enter the profes- 
sion and relationships of the two organizations. 
Appointed to the committee were Margaret 
McLaughlin, Virginia; Helen Hanson, Min- 
nesota, and Carolyn Widmer, Connecticut. 
¢ requested the Study Committee to continue with 
its investigation of areas requiring attention of 
the professional organization and to provide 
further elaboration of proposals in the present 
report. 


State Representatives Meet 


Nearly 100 state nurses association presidents 
and executive secretaries attended the three-day 
meeting in New York, June 26-28, to discuss with 
the Board of Directors major issues before the 
profession and the ANA. 

Topics discussed included membership prob- 
lems, relationships with state boards of nursing, 
and legislation. 


Study Planned on Education Report 


Interpretative materials for use by SNA’s in 
promoting study of the May 1960 convention re- 
port on nursing education will be prepared by the 
EACT Section. 

The 1960 report, prepared by ANA’s Com- 
mittee on Current and Long-Term Goals, included 
12 principles of nursing education and a proposed 
goal, for consideration by the profession, that 
within the next 20-30 years the education basic 
to the practice of nursing on a professional level, 
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include components of both a professional and 
liberal education and that toward that end, ANA 
should promote the baccalaureate program. 

The Board affirmed its belief in the substance 
of the proposed goal and authorized the EACT 
Section to proceed with the development of in- 
terpretive materials and preparation of a progress 
report for presentation to the House of Delegates 
in 1962. 


Central Billing 


ANA is investigating the possibility of insti- 
tuting a centralized billing system whereby mem- 
bers would pay dues directly to ANA rather than 
to states or districts as at present. 

It is believed that such a system would prove 
an increased convenience to members and result 
in considerable savings to state and district as- 
sociations. It would also enable ANA to keep its 
membership list up to date. 

Also under consideration are payment plans 
that would enable members who so desired to pay 
dues in installments. 

Plans are still tentative, and it will require 
considerable time to work out the innumerable 
details involved in such a plan, initiate a cen- 
tralized billing system, acquire and install neces- 
sary equipment. The Board authorized the 
Constitution and Bylaws Committee to prepare 
proposals for bylaws changes that would permit 
centralized billing. 


Registries Program 


Increased ANA assistance to bring about the 
expansion and improvement of nurses’ profes- 
sional registries was recommended in a report 
from ANA’s committee on registries. 

Proposals for providing additional assistance 
were based on study conducted by ANA to ap- 
praise the problems and current effectiveness of 
professional registries. There are currently 163 
registries approved by state associations, the ma- 
jority operated by district nurses associations. 
ANA sets standards to guide the SNA’s and pro- 
vide advisory service. 

The Board approved that expansion of the pro- 
gram proceed as funds can be made available. 


Convention Plans Reported 


A total of one full day devoted to major clinical 
areas of nursing practice will be a new feature of 
ANA’s 1962 convention, May 14-18, in Detroit. 
The clinical sessions will be held on Tuesday 
afternoon, May 15, and Thursday morning, May 
16. They are being planned in addition to section 
program meetings on functional areas of profes- 
sional nursing. 


VOL. 21, No. 1 — SEPTEMBER-OCTOBER, 1961 


“Relationships Between the Registered Profes- 
sional Nurse and the Licensed Practical Nurse” 
will be the topic for one of four general program 
sessions. 

A program on national defense, “Wake Up 
and Live” will feature a skit by members of the 
staff college, Office of Civilian and Defense Mo- 
bilization, followed by a panel discussion. The 
program will focus on relationships among the 
various governmental groups and organizations 
involved in civil defense planning, including 
state and district nurses associations. 

The Counselors, Executive Secretaries, and Reg- 
istrars Section will have a program on employ- 
ment problems of those in the middle management 
field. 

“The Education of Nurses Today and Tomor- 
row’ will be the topic for the program of the 
Educational Administrators, Consultants and 
Teachers Section. 

General Duty Nurses, Private Duty Nurses and 
Nursing Service Administrators Sections are plan- 
ning a joint program on “Continuity of Patient 
Care.” The NSA Section will also have a pro- 
gram meeting on research. 

At the Occupational Health Nurses Section 
program, members will hear a talk on ‘‘Basic 
Aspects of Occupational Health Nursing Pro- 
grams.” 

The professional nursing functions of the of- 
fice nurse and their priority over other activities 
will be the focus of a symposium being planned 
by the Office Nurses Section. 

A physician speaker and a panel of public 
health nurses will discuss “Your Mental Health as 
it Affects Your Performance and Satisfaction in 
Public Health Nursing’’ at the Public Health 
Nurses Section program. 

Members of the Conference Group on Research 
will hear a technical discussion for researchers on 
“Defensible Criteria and Tools for Assessing the 
Quality of Nursing Care.” 


Guests at Meeting 


Two officers of the National Student Nurses’ 
Association were guests at the ANA Board of 
Directors meeting: Sally Schnur, Arizona, presi- 
dent, and Bev McCaig, Washington, first vice- 
president. 


ANA Testifies for King Bill 


The American Nurses’ Association testified in 
support of health insurance for the aged under 
social security in hearings being held by the House 
Ways and Means Committee on the Kennedy Ad- 
ministration proposal, introduced by Rep. Cecil 
King (D., Calif.). 
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Pointing out that a larger financial burden will 
have to be borne by the public as the number of 
retired aged increases, Julia C. Thompson, R. N., 
ANA’s Washington representative, said: 

“Certainly, insurance premiums paid during the 
working years would be less costly to the public 
than tax-supported public relief for health care.” 

She noted that the bill carries “important safe- 
guards” to prevent over-utilization and abuse of 
facilities, since persons cannot receive hospital or 
home nursing care unless so ordered by a physician 
and a utilization committee would have to pass 
on any extended stay. 

Miss Thompson said that nurses, as well as 
many others in our society, have a need for this 
kind of security. 

She noted, for example, that staff nurses in 
voluntary hospitals, comprising over 60 per cent 
of the total employed, have an average annual 
salary of $3800 scarcely adequate to “meet all of 
the exigencies of their retirement, particularly the 
cost of protracted or catastrophic illness . . . or the 
long illnesses of dependents.” 

The ANA representative said that state nurses 
associations have supported enabling legislation 
to carry out the Kerr-Mills Act passed in 1960 
and have worked with agencies to help develop 
a sound program. ‘‘However,” she said, “they are 
acutely aware that this statute leaves a large gap 
in meeting the problem of providing health serv- 
ices to our retired population.” 

The ANA requested editorial amendments that 
would more clearly delineate responsibilities of 
the physician, professional nurse, and practical 
nurse, pointing out that each “‘has distinct re- 
sponsibilities and their functions are not inter- 
changeable.” 

Stating that ‘in some so-called nursing homes 
there is little medical supervision and no skilled 
nursing care,’ Miss Thompson recommended 
that “any payments from the social security fund 
be limited to those facilities which provide at 
least the minimum of professional services.” ANA 
also asked that the legislation specify “‘at least one 
professional nurse’’ be included among groups to 
set medical policies for skilled nursing homes and 
home health agencies, because “there are nursing 
care functions which are independently deter- 
mined and executed.” 

Because of pressures on state associations and 
individual nurses to repudiate the position of 
ANA, Miss Thompson requested that a summary 
of ANA action on social security measures be in- 
cluded in the record. This summary documents 
ANA’s interest in voluntary and compulsory pre- 
paid health plans as early as 1936, and recounts 
the House of Delegates action in 1958 and 1960 
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on the principle of health insurance for the aged. 
(A copy of ANA’s testimony was sent to each 
SNA on July 21.) 


Washington Notes 


Senate Reports Aging Status. The Senate Spe- 
cial Committee on Aging recently issued a report 
and Chart Book on the “Health and Economic 
Conditions of the American Aged,” and a report 
of “State Action to Implement Medical Programs 
for the Aged.” Summarizing the volume of statis- 
tics presented, Senator McNamara (D., Mich.) 
chairman of the committee, said some ‘12 million 
older men and women will not be protected under 
any public program of medical care as of January 
1962.” The survey shows that to date only 10,000 
additional aged persons are receiving medical 
care benefits under the program enacted by Con- 
gress last year. Less than half of the population 
over 65 has any type of hospital insurance, with 
the percentages dropping even lower for surgical 
and medical insurance coverage; their insurance 
premiums are higher than for the younger, work- 
ing population, and the percentage of their hospi- 
tal and medical bills paid for by insurance is less 
than for younger patients. The first two publica- 
tions are available for 15 cents, and the second 
report for 35 cents, from the U.S. Government 
Printing Office. 

President Proposes Two New Institutes. In ac- 
cordance with his health message delivered to 
Congress on February 9, President Kennedy has 
asked Congress to establish a National Institute 
of Child Health and a National Institute of Gen- 
eral Medical Sciences, increasing to nine the 
number of institutes operated by the Public Health 
Service within the National Institutes of Health. 
The Institute on Child Health and Human De- 
velopment would conduct a stepped-up research 
program into congenital malformations, infant 
mortality, mental retardation and maternal factors 
relating to childhood development. The proposed 
National Institute of General Medical Sciences 
merely elevates to Institute status the work cur- 
rently being done under a Public Health Service 
division. The President expressed the hope in his 
health message that the two new institutes would 
contribute to coordinating medical research re- 
lated to the total life span of the human being. 

In related action, the President has asked Con- 
gress to appropriate $3,515,000 for a proposed 
National Environmental Health Center, which, 
following construction, will probably result in 
the formation of a new bureau under the Public 
Health Service. 

Three Education Bills Tabled by Rules. The 
House Rules Committee voted 8 to 7 on July 18 
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to table three education bills, including H.R. 
7215, to provide construction and scholarship 
grants for institutions of higher education; H. R. 
7300, to aid public elementary and secondary 
schools; and H. R. 7904, to extend and improve 
the National Defense Education Act. The Presi- 
dent, questioned at his press conference of July 
19 on White House strategy in the face of the 
Rules defeat said, he was “hopeful’’ procedures 
to bring measures to the House floor over the 
Rules Committee's opposition would be used. He 
referred to the school-aid bill as “probably the 
most important piece of domestic legislation.” 
One procedure for by-passing Rules is to get 218 
House members to sign a discharge petition. An- 
other method may be to have the chairman of 
House Education and Labor Committee introduce 
the measure on “‘calendar Wednesday,” but ac- 
tion must be completed before adjournment for 
that day, and opponents could “talk the day 
away. 

Community Facilities and Services Bill Reported. 
H. R. 4998, “‘to assist in expanding and improv- 
ing community facilities and services for the 
health care of aged and other persons,” was re- 
ported by the House Rules Committee and allotted 
two hours for floor debate. The printed record 
of hearings held earlier this year, including 
ANA’s testimony, is not available from the House 
Interstate and Foreign Commerce Committee. 

Water Pollution and Housing Enacted. The 
President signed, on June 30, the Housing Act of 
1961, including a $120 million fund to provide 
loans of $30 million a year for the next four 
years for hospital housing for interns and nursing 
students. For the first time, the legislation includes 
provision for middle-income families to receive 
low-interest 40-year mortgages with 3 percent 
down payment. The bill also includes monies for 
urban renewal projects including hospital ex- 
pansion, loan authorization for housing for the 
elderly, and authorization for 100,000 units of 
public housing. 

On July 20, the President signed the anti—water 
pollution bill to help communities construct sew- 
age-treatment plants and increasing the federal 
matching grants to states for the administration 
of water pollution—control programs. This pro- 
gram was extended to June 30, 1968. Under the 
anti-pollution law passed in 1956, federal clean-up 
projects have involved 131 cities and 220 indus- 
tries. States, however, will have to put up $7 for 
every $3 in federal funds, and the Governor of a 
state must approve any action to prevent pollution. 

Commemorative Stamp to Honor Nursing. “A 
multi-colored commemorative stamp honoring the 
nursing profession” will be among a total of fif- 
teen commemorative stamp issues for the year 
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1961, according to a Philatelic Release from the 
Post Office Department. The stamp will be issued 
in late 1961, and first-day ceremonies, to be at- 
tended by high-ranking government officials and 
nurse leaders, will be co-sponsored by the Post 
Office and Health, Education, and Welfare De- 
partments in Washington, D. C. 


Commissions Requested for Men Nurses. On 
July 13, 1961, Representative Frances P. Bolton 
(R., Ohio) introduced H.R. 8135, to amend 
Title 10 of the U. S. Code to permit men nurses 
to receive commissions in the Regular Army, 
Navy and Air Force. Following legislation en- 
acted in 1957, men nurses became eligible for 
commissions in the Reserve Nurse Corps of the 
Army, Navy and Air Force. The Code establish- 
ing the Air Force Nurse Corps already included 
male nurses in their regular commissioned Corps. 
The Army, however, still commissions male nurses 
in the Reserve Corps, and the Navy has not ad- 
mitted them to date. 


Regulations on Hazardous Substances Labeling 
Act. Warning... . Caution. ... Danger... 
are signal words soon to be seen on the labels of 
the hazardous products used in every American 
home. The 1927 Caustic Poison Act, which re- 
quired poison labels on only 12 caustic and cor- 
rosive substances, has not kept pace with the 
parade of products . . . toxic, caustic and flam- 
mable . . . seen with growing frequency on market 
shelves. The great variety of cleaners, polishes, 
waxes, detergents, and specialty chemical prod- 
ucts, although toxic in nature, were not disagree- 
able in appearance or odor, and many physicians 
became alarmed at the frequent injuries, often 
tragic, resulting from the accidental use of these 
products. Sometimes the container of the offend- 
ing product was available but gave the physician 
no information as to its contents which would 
have made quick first aid treatment possible. De- 
lay sometimes meant the difference between life 
and death. The U.S. Public Health Service es- 
timates that every year some 600,000 children 
swallow household aids and that about 500 chil- 
dren die as a result. 

Therefore, the medical profession, the Food and 
Drug Administration, and many responsible of- 
ficials of chemical and manufacturing firms rec- 
ognized that a stronger Federal law was needed. 
The 1927 law was as outmoded as the bustle and 
much less useful!! Quite literally, today’s “‘liv- 
ing’’ requires more comprehensive labeling . . . 
hence the new Federal Hazardous Substances 
Labeling Act was passed last July. 

Simply stated, this consumer protective legisla- 
tion will require of the manufacturer more rigid 
labeling, and labeling of many more products 
than were covered by the old law. It stipulates 
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that the danger warning be conspicuously and 
prominently displayed. The label must carry a 
clearly-understood statement of the precise hazard 
of that product, the precautionary measures to be 
followed, practices to be avoided in its use, and 
instructions for first aid treatment. The word 
“POISON” for any highly toxic substance must 
te shown and if the product requires special 
handling or storage, this information must appear 
along with the statement "KEEP OUT OF THE 
REACH OF THE CHILDREN,” or equivalent. 
These requirements are somewhat rigid but Con- 
gress believed them necessary. 

The above statement describes briefly the pro- 
posed regulations developed by the officials of the 
Food and Drug Administration for the adminis- 
tration of a new law, The Federal Hazardous 
Substances Labeling Act, which went into effect 
on August 1. 

All regulations are printed in the Federal Regis- 
fer after promulgated so that individuals and 
groups may comment on them. In this instance, 
although the industries affected helped to promote 
the legislation, they are now objecting to the regu- 
lations declaring that they are too rigid and will 
interfere with sales. 

The regulations were drafted with the sole aim 
of carrying out the intent of the law and for pro- 
tecting the public. To date, the consumer and user 
of hazardous substances has registered no com- 
ment. Support for the Food and Drug Adminis- 
tration in the carrying out of the law, with regula- 
tions it believes are essential to effective control, 
will assure the public the degree of protection 
which the law was enacted to achieve. 

AMA Officials Disagree on Federal Drug Role. 
Senator Kefauver’s (D., Tenn.) Senate Judiciary, 
Antitrust and Monopoly Subcommittee, holding 
hearings on S. 1552, to increase federal regula- 
tion of the drug industry, heard opposing testi- 
mony from AMA witnesses. Dr. Hugh H. Hussey, 
Jr., chairman of the AMA's Board of Trustees, 
outlined the AMA information program on drugs, 
and expressed the opinion that changes would 
come only through voluntary action by the AMA, 
the drug industry and individual physicians. He 
particularly objected to a provision that would 
require the FDA to rule on the effectiveness of 
new drugs, as well as safety, claiming this could 
only be judged by doctors. Senator Kefauver 
argued that federal certification of the efficacy of 
drugs would protect the public from useless prod- 
ucts and misleading advertising. 

Two members of the AMA’s Council on Drugs 
testified in favor of the legislation, and questioned 
the AMA's opposition to the bill's testing pro- 
visions when the 14-member Council on Drugs 
had never been consulted by the AMA leadership. 
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Dr. Louis S$. Goodman, Chairman of the Depart- 
ment of Pharmacology at the University of Utah 
College of Medicine, said the AMA's opposition 
was unwise and not in the best interests of the 
medical profession or the public’s health. Dr. 
Charles D. May, professor of pediatrics at New 
York University Medical Center, said a “‘sub- 
stantial proportion” of direct mailings and ads in 
medical journals aimed at doctors contain incom- 
plete and inadequate information, and that it was 
wrong to assume that individual doctors can evalu- 
ate each drug’s usefulness. He said the drug in- 
dustry’s promotion of “‘unwarranted’’ products 
and its promotional activities may subject patients 
to “illogical and excessive’ use of drugs. 

Dr. Allan Butler, Chief of Children’s Medical 
Service, Massachusetts General Hospital, profes- 
sor of pediatrics at Harvard Medical School and 
President of Physicians Forum, one of 11 medical 
authorities appearing in favor of the legislation, 
said the AMA, in opposing the bill's proposal to 
require proof of efficacy and safety before a new 
drug may be marketed, ‘‘certainly does not speak 
for the many thousands of physicians who are 
daily confronted with the obstacle of the excessive 
cost of the therapy their patients need, irrespon- 
sible public advertising and sensational and mis- 
leading promotional material addressed to physi- 
cians. 

Kefauver’s bill would require federal licensing 
of all drug manufacturing companies to ensure 
“the chemical structure, strength, quality, purity, 
safety and efficacy of drugs;” requires the Secre- 
tary of HEW to establish future generic drug 
names; requires that the generic name be dis- 
played as prominently and in the same size print 
as the trade name in any labeling or advertising; 
empowers the FDA to check drugs for efficacy 
as well as safety; limits exclusive rights to a new 
discovery to the first three years of the patent; 
limits patents on drug modifications to those 
HEW determines will significantly enhance the 
therapeutic effect; and would make illegal the 
allotting and restricting of patents by private 
agreement among competing firms. 

In issuing Report N. 448 on last year’s investi- 
gation of drug prices, which was the basis for this 
legislation, Senator Kefauver said profits were 
“astonishing” and warned, ‘Unless this measure 
or something closely resembling it is adopted the 
American people, whose patience with price- 
gouging in drugs is wearing thin, will demand 
that their government adopt the tougher approach 
of direct governmental controls.” A single copy 
of the report is available from the Senate Judi- 
ciary, Antitrust and Monopoly Subcommittee, and 
additional copies may be purchased from the Gov- 
ernment Printing Office for $1.00. 


HAWAII! MEDICAL JOURNAL 


Book Reviews 


Oakes’ Dictionary for Nurses 


By Nancy Roper, S.R.N., R.S.C.N., S.T.D., 492 pp. 
$2.75, E. & S. Livingstone Ltd., 1961. 


British spelling and style, but conveniently small, and 
modestly priced. 


Elementary Textbook of Anatomy 
and Physiology 
By Janet T. E. Riddle, 128 pp., $3.50, Williams & Wil- 

kins, 1961. 

This book is based on lectures given to nurses at Kil- 
learn Hospital. The presentation is done in a very simple 
manner and limited definitions and explanations are 
given. The book would not be too usable here where 
anatomy and physiology are more integrated into the 
entire curriculum. The 124 pages give what I would 
consider a very sketchy outline of anatomy and physi- 
ology as applied to nursing. 


RosE ANN Poyzer, R.N. 


District Nursing 


By Eleanor J. Merry, 306 pp., $6.00, Williams & Wil- 
kins, 1960. 


This book is designed as a manual for student district 
nurses and a reference book for practicing district nurses 
in England. It gives an over-all picture of services avail- 
able to their patients. Presentation of material is given 
in very simple terms. The benefits of this book for nurses 


here are limited. It does give a good format of their 
situation but would be applicable only on a comparison 
basis for nurses here. 

The historical background of district nurses in Eng- 
land is well done and is of value in this area for nurses 
here. 

ANN Poyzer, R.N. 


Medicine for Nurses 


By M. Toohey, M.D., M.R.C.P. DC.H, 667 pp., illus., 
$7.00, Williams & Wilkins Co., 1960. 


A comprehensive textbook of medicine written for stu- 
dent nurses in basic nursing programs and for graduate 
nurses as a reference text. The discussion of various 
diseases is outlined in a clear, readily understood man- 
ner. Photographs and useful illustrative diagrams em- 
phasize the important facts of pathology and medical 
treatment. A summary of drugs and routine procedures 
is included after each major disease. Summaries of the 
more difficult chapters are included to stress the impor- 
tant facts. In addition, a chapter on psychosomatic medi- 
cine is included to help the beginning student develop 
an awareness of the psychological development of the 
individual from infancy. It further undertakes a discus- 
sion of neuroses types and their treatment, as well 
as the role of the nurse in psychosomatic medicine in ap- 
preciating the emotional and psychological needs of the 
individual. 

RosE ANN Poyzer, R.N. 


star-bulletin printing company 


the hallmark of fine printing in honolulu 
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Official Publication of the Hawaii Society of Medical Technologists 


Beryt UYEHARA, Editor 


Max BowMaAN, Associate Editor 


ASMT Post-Convention in Hawaii 


The Hawaii Extension of the 29th annual 
ASMT convention is now history, an accomplished 
fact. Lest we forget too soon, a few words of 
appreciation and commendation will be accorded 
here to the Hawaii technologists who organized 
and carried the program through from inception 
to successful conclusion. It took talent, time, and 
much hard work; chairmen Ann Stegmaier, Grace 
Kagawa, Alice Tonchen, Masaji Nakagawa, and 
their lieutenants are to be congratulated for an 
excellent job. One indication of the “‘post’’ ses- 
sion’s success is the enthusiasm of mainland tech- 
nologists for a repeat performance in five years. 

The Extension was held June 18-23 at the 
Hawaiian Village Hotel. One hundred and thirty 
mainland technologists and 50 local members at- 
tended the various events. A blood-bank work- 
shop and a lecture on PBI and steroid chemistry 
were held for HSMT members. There was an air- 
port reception with homemade leis for all visitors. 

After the invocation by Rev. Paul Nagano and 
the welcoming address by Lt. Gov. James K. 
Kealoha, the assemblage was greeted by officers 
of ASMT and HSMT. Dr. Harold Civin spoke 
on “Medical Technology Educational Program in 
Hawaii.’ Other speakers were Drs. I. L. Tilden, 
who gave the keynote address, Paul Tamura, Ed- 
win Chung Hoon, Walter B. Quisenberry, Max 
Levine, and George Chu. Social events included 
a luau on Wednesday evening and the official 
dinner on Friday when Dr. Nils P. Larsen spoke 
on the practice of medicine in old Hawaii. Tours 
were planned to visit orchid collections, Pearl 
Harbor, and around the island. Many of the visi- 
tors stayed over for the neighbor island excursions. 


CAROLYN J. McCue, HSMT 


Venous Coagulation Time* 


Two-syringe-T wo-tube Silicone Technique 

One of the great fallacies in blood coagulation 
work is the belief that the technique of collection 
of the blood sample will not affect the results. 
The fact that a poor venipuncture will not nor- 


* Obtained from The Journal of the Empire State Association of 
Medical Technologists. 
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mally affect other blood studies has led many 
workers to believe the same would apply to coagu- 
lation. No belief could be more erroneous. 

When venous blood is introduced into glass 
tubes, the time required for clotting to occur is 
called the coagulation time or clotting time. This 
is an arbitrary procedure, since the glass surface 
and many other factors affect the coagulation 
time. It must be remembered that this result is 
purely relative, and the method is of value as a 
screening procedure in an effort to determine 
plasma coagulation defects and anticoagulant ac- 
tivity. 

The two-syringe, two-tube silicone technique 
has completely replaced the conventional Lee- 
White method at Ellis Hospital. It is more time- 
consuming, but it has proved to be far more 
accurate, and will show the presence of any de- 
fects that might be present in the coagulation 
system. 

The materials needed are two 5 cc syringes, 
one that has been siliconized, and the other plain, 
and two tubes, 15 x 55mm. One of these must be 
siliconized and the other plain. GE dri-film, 
SC-87, is the only silicone that has given suitable 
and reproducible results for us. 

A clean venipuncture is a necessity. A 19 gauge 
needle is preferred for its size and speed; a 20 
gauge is acceptable in children. No smaller gauge 
should be used. 

Using the plain glass syringe, approximately 
5 cc of blood is withdrawn, and discarded, or 
used for other examinations. Immediately attach 
the siliconized syringe and withdraw 5 cc of blood. 
From this syringe place 1 cc in the plain tube and 
1 cc in the siliconized tube. Time is started from 
the moment all the blood has entered the sili- 
conized syringe, not when it first enters. 

As soon as possible, place the tubes into a 37° 
water bath. After 5 minutes tilt the plain glass 
tube. If coagulation has not begun, then wait 3 
minutes and tilt again. As soon as coagulation 
nears its end point, tilt every minute, and finally 
every 30 seconds until a solid clot permitting com- 
plete inversion of tube is obtained. 

The siliconized tube should not be touched for 
15 minutes, then every 5 minutes until the pro- 
cess becomes apparent; thereafter every 3 min- 
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minutes 
100 
80 
60 
NORMAL 
4 
20 
4 
40 70 percent dilution 
Excessive 
Anticoagulant 
60 
40 
0 
Deficiency of a 
Clotting Factor 
60 
Decreased Anti- 
coarulant and 4 
poor venipuncture 
9 


*& ** these tubes are often in excess of 100 minutes, 


utes, and finally every 1 minute, until the process 
is complete. Because of the siliconized surface, 
the clot may not adhere to the wall of the tube, 
and complete inversion may not be possible. A 
complete solid clot is readily apparent, however. 

The normals for this Coagulation Test are as 
follows: 


Plain Glass Tube............................ 10-20 minutes 
“Te 25-45 minutes 


These normals are for 37°, not for room tem- 
perature, and were established at this institution. 
Accuracy and technique are very important. A 
poor venipuncture will markedly hasten the coagu- 
lation process, as will sudden jarring of the tubes. 


Any defect in the coagulation system will show 
itself in the siliconized tube, whereas a normal 
time might be found in the glass tube. 

Should an abnormal time be obtained with the 
siliconized tube, then further studies should fol- 
low. However, a finer procedure involving four 
tubes with two saline dilutions of 40% and 70% 
is very effective as a further screening method, to 
determine what further tests might be performed. 

With this method, four tubes are numbered 1 
through 4. No. 1 is a plain glass tube, No. 2 is a 
siliconized tube, No. 3 is a siliconized tube with 
0.4 cc of saline added, and No. 4 is a siliconized 
tube with 0.7 cc of saline added. 

The usual procedure is followed for obtaining 
the blood. Into tubes 1 and 2, place 1 cc of blood 
from the siliconized syringe. Into tube 3, place 
0.6 cc of blood, and into tube 4, place 0.3 cc of 
blood. 

All tubes are placed at 37° and the usual pro- 
cedure is followed as for the two-tube method, 
with one exception. When one tube is tilted to 
examine for coagulation, then tilting of the other 
tubes must follow immediately. This is obvious, 
since all must be handled in the same manner for 
exacting and reproducible results. The examples 
that are shown on the graph, illustrate what might 
be expected for the types most often encountered; 
The Normal, The Excessive Anticoagulant; De- 
ficiency of a Clotting Factor: Decreased Anti- 
coagulant; and a Poor Venipuncture. 

A poor venipuncture will produce virtually 
the same coagulation time in glass and siliconized 
tube, and would, therefore, abolish the dilution 
effect. Poor siliconizing of the tubes will also pro- 
duce similar errors. In each of the examples the 
No. 1 tubes are omitted as the siliconized tubes 
will be the ones to show significant changes. 


DoNALD Hess, M.T. (ASCP) 
Ellis Hospital, Schenectady 


ealth 


A GOOD BUY IN PUBLIC RELATIONS 


Place it in your reception room 


Today’s Health is published for the American Family by the 
American Medical Association, 535 N Dearborn St.—Chicago 10, Illinois 


Give your subscription order to a member of your local 


Medical Society Woman’s Auxiliary, who can give you Special Reduced Rates. 
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HAWAII MEDICAL ASSOCIATION 
(Continued from page 60) 


to individual states, with the general guide that 
physicians may ethically associate with osteopaths 
who practice medicine, but not with osteopaths 
who uphold and practice the basic tenet of osteo- 
pathy, the musculoskeletal lesion. 
SURGICAL FEES 

Surgical fees may ethically be charged for bona 
fide service rendered, but mot for mere referral to a 
surgeon, or for pro forma presence at an opera- 
tion. A surgeon may employ one or more assist- 
ants and pay them, even for a single particular 
case. Under other circumstances, each physician 
involved in the care of a patient should submit 
his own bill for services rendered. 
GENERAL PRACTICE RESIDENCIES 

There is little agreement as to whether these 
save patients’ lives or endanger them, but addi- 
tional two-year programs incorporating experience 
in obstetrics and surgery were endorsed by the 
House. 
POLIO VACCINATION 

A Council on Drugs report, now in press, urges 
continuation of Salk vaccine now, and a switch 
to Sabin vaccine, said to be more effective at re- 
ducing the actual incidence of polio (nonparalytic 
as well as paralytic) as soon as it becomes avail- 
able. Salk was indignant, via Western Union. 
INCREASED DUES 


AMA dues go up to $35 in 1962 and to $45 in 
1963, for specific purposes. There was only one 
dissenting vote. 

AWARDS 

Walter H. Judd, physician and congressman, 

received the Distinguished Service Award. The 


General Practitioner of the Year award was 
abolished. 


SOCIAL SECURITY 


Father still knows best: no Social Security for 
doctors unless they can figure out how to get it on 
their own, which an estimated 40% have done. 


PORTLAND, NOT LAS VEGAS 


In December, 1963, Portland, Oregon, will be 
the AMA’s meeting place. The Board of Trustees 
and the Reference Committee on Reports of the 
Board of Trustees both recommended Las Vegas, 
but cooler heads in the House prevailed, and the 
famous playground was shelved for a more sober 
site. 

PHARMACEUTICALS 

The House opposed pending legislation to au- 
thorize the Food & Drug Administration to pass 
on the efficacy and safety of new drugs prior 
to their release, and reaffirmed their opposition 
to compulsory prescription or sale of drugs by 
generic name only. 

George M. Fister of Utah, whose term on the 
Board of Trustees was to expire next year, was 
chosen President-elect over Julian P. Price of 
South Carolina, Chairman of the Board, whose 
term as Trustee had just expired. 

Hugh Hussey of the District of Columbia, first 
active Dean (of Georgetown University Medical 
School) to be an AMA Trustee, is the Board's 
new Chairman. 

Norman Welch (Massachusetts) and Milton 
Rouse (Texas) were re-elected to the Speakership 
the Vice-Speakership respectively. 

NEXT MEETINGS 


The AMA will meet in Denver, November 27- 
30, 1961; Chicago, June 11-15, 1962; in At- 
lantic City in 1963, and in San Francisco in 1964. 


Harry L. ARNOLD, JR., M.D. 
Delegate 


RICHARD D. Moore, M.D. 
Alternate Delegate and 
Delegate-elect 


MISDOM-FRANK 
SURGICAL INSTRUMENTS 


MEDICAL INDUSTRIES, LTD. 


1451 South King Street | 


DEPUY 
ORTHOPEDIC EQUIPMENT 


Phone 990-396 


HARTMANN 
DISPOSABLE SPLINTS 


HAWAII MEDICAL JOURNAL 


| 
74 


with Anticholinergic- ‘Sedative or 


iILOCALM tablets. Their anti- 


ulcerogenic pantothenic acid promotes restoration of normal 
cellular resistance to ulcerogenic influences, aids/ healing. 


They afford prompt relief from pain and irritation of GI spasm. 


Each tablet contains Methscopolamine Nitrate 
2.5 mg, d-Caicium Pantothenate 25 mg, Meph- 
obarbital 30 mg. Dosage: 1 tablet with meals 
and 2 h.s. Supplied: bottles of 100 and 500. 


anvo ILOMEL 


— an eggnog-tasty powder. Its anti-ulcerogenic panto- 
thenic acid promotes restoration of normal cellular re- 
sistance to ulcerogenic influences. Aids healing,4oothes 
GI mucosa, counteracts excess acidity. 


Each level tbsp contains 25 mg d-Calcium 
Pantothenate, 350 mg Calcium Carbonate, in 
dispersible defatted milk solids. Dosage: 1 or 
2 level tbsp, q.i.d., in water. Supplied: 9-1/2 oz 
containers. 


THE WARREN-TEED PRODUCTS COMPANY 


COLUMBUS 15, OHIO 


Dallas Chattanooga Los Angeles Portland Yanmaceuic®® 
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NOTES AND NEWS 
(Continued from page 61) 


Dr. Thomas Chang for the first hole in one on the new 
No. 2 hole at the Waialae Country Club. 

The Blood Bank of Hawaii, which celebrated 20 years 
of community service in June. The medical profession 
should be mighty proud of the great job Dr. F. J. Pinker- 
ton and Dr. Leon E. Mermod have done and are still 
doing. 

Dr. Robert B. Faus, father of the year (medical-dental 
service), honored by the community at a luncheon on 
Father's Day at the Princess Kaiulani Hotel. 

Dr. Harry L. Arnold, Jr., elected to a three-year term 
as Secretary of the A.M.A. Section on Dermatology. 

Dr. Scott Brainard, who finally succumbed and took 
Ruth Ann Warner as his bride. Drs. Gebaver, Hanley, 
Chu, and colleagues from the Medical Group lent a help- 
ing hand at the wedding. 

Dr. Richard Ando, installed in August as the President 
of the Hawaii Parliamentary Law Association. 


New Affiliations and Locations 


Dr. Yonemichi Miyashiro, G.P., will do country prac- 
tice at Wahiawa. His office is located at 960 Center 
Street. 

The Ala Moana group appears to make good prophets 
out of our local medical men. True to predictions, we 
note Dr. Cesar B. De Jesus opened his office for solo prac- 
tice at the Waikiki Medical Building, and Dr. Mor J. 
McCarthy joined the surgery department at Straub Clinic. 

Also newsworthy was the quiet opening of the Waia- 
nae Clinic at 87-217 St. John’s Road. 

Dr. Philip W. H. Chock has moved to 45-1026 Kam 
Hiway, Kaneohe. 

Dr. Henry A. L. Yim, pediatrician, has also opened in 
Kaneohe, at 45-939 Kam Hiway. 

Dr. Richard T. Mamiya, surgeon, is now associated 
with the Central Medical Clinic. 

Mr. R. M. Kennedy, HCMS executive secretary, is re- 
signing from his position and will affiliate with Straub 
Clinic as its Clinic Manager. Good luck, Dick! 

Dr. Takeo Fujii has moved back to his old office at 
1914 South King. 

Drs. Grover Batten and Thomas Bennett are now shar- 
ing office space on the second floor of the Alexander 
Young Building. 

Dr. Francis M. Terada has joined the ob-gyn depart- 
ment of The Medical Group. 

Dr. Michael M. Okihiro, neurologist, is now with the 
Straub Clinic. 


Hawaii Doctors in Print 


Dr. Herbert G. Pang wrote an article on “Surgical 
Formation of Upper Lid Fold” which appeared in the 
Archives of Ophthalmology June, 1961. Dr. Joseph E. 
Strode’s article on “Malignant Lesions of the Stomach in 
Hawaii: Experiences with 350 Patients” appeared in the 
May, 1961, issue of Surgery. 


Travel News 


Dr. M. H. Lichter just returned from Jerusalem. He at- 
tended a clinical post-graduate program held by the 
Hebrew University, Hadassah Medical School in Israel 
in cooperation with U. C. L. A. 

Dr. Donald Brown and family are mainland bound and 
having a wonderful time. 
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Ex Medical Group radiologist, Dr. George Henry, is 
cavorting around in Europe. 

Dr. Ralph Cloward will visit his children in Europe 
and then tour the continent. 

Dr. Harold F. Moffat attended the 3rd International 
Conference on Ophthalmology at the Instituto Barra 
Quar in Spain. 


NEWS 
Urologists Note 


Urology award—$500, $300, and $200 prizes for 
essays on results of some chemical or laboratory re- 
search in urology. Hospital interns and residents are 
eligible. The deadline is November 15, 1961. For fur- 
ther details, call the HMA offices. 


COUNTY SOCIETY REPORTS 
(Continued from page 62) 


that whatever is decided upon tonight, we must con- 
tinue to keep the good will of some 200,000 subscribers 
and also our good public relations with the community. 

Dr. Hartwell brought out that at a recent meeting 
of the officers of the Medical Society with HMSA (held 
at the latter’s request) the officers went beyond the 
recommendations of the Board of Governors and offered 
in addition, “either the Medical Committee of HMSA 
or the Medizal Society could, without consultation of 
the other and within 30 days, drop a participating physi- 
cian without cause.” The Chair then stated that there 
will be a meeting of the Board of Directors of HMSA 
next Thursday (called at the request of two physician 
members of the Board) to discuss the termination of 
the contract and that it would be a great help to our 
medical men on that Board if they knew the member- 
ship was willing to back up the officers in the above 
recommendation. Following a brief discussion it was 
moved, seconded and passed that the recommendation 
be approved. 

The Chair went on to state that the officers would 
also like to include in their instructions to the physi- 
cian members on the Board of Directors the following 
suggestions as to what we should approach HMSA with: 

1. There will be a master contract with each county society 

including essentially the same provisions as at present. _ 

2. There will be individual contracts with each county society 

and these contracts will be renewable annually. 

a. The individual contracts will have a 30-day cancella- 
tion clause and may be exercised by the physician, 
HMSA, or the county society. 

b. The Medical Committee of HMSA shall have the final 
say on the part of HMSA as to the approval, dis- 
<pproval, or cancellation of a participating physician's 
agreement. 

3. There will be no individual contracts Gosety with the 


HMSA for special plans of the HMSA without the approval 
ot the county society involved. 


A lengthy discussion followed on whether the Society 
should accept HMSA’s termination of the contract and 
whether or not the physicians should sign individual 
contracts with HMSA. The members present expressed 
their opinions freely and asked many questions. 

Following a full discussion on all aspects of the prob- 
lem, it was the con-ensus of the members present that 
the Society accept the cancellation of the present con- 
tract with HMSA and that each member of this Society 
refrain from signing a participating contract directly 
with HMSA until our negotiating committee gives its 
report. The following actions were then taken: 

(Continued on page 78) 
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COUNTY SOCIETY REPORTS 
(Continued from page 76) 


Dr. Nance moved that this Society request its mem- 
bers not to sign individual contracts with HMSA until 
such time our negotiating committee gives its report. 
The motion was seconded and was carried. 

Dr. Fujiwara moved that the County Medical Society 
give our president and the officers who are negotiating 
in this matter our support of confidence. The motion 
was seconded and was carried. 


Dr. Ando moved that the preliminary recommenda- 
tions to our member physicians on the HMSA Board 
of Directors as mentioned by Dr. Hartwell be the 
action of the Society and that the president, the of- 
ficers and representatives be instructed to work to that 
objective. The motion was seconded but failed to 
carry. 


Constitution and Bylaws: 


The Chair suggested that because of the late hour 
that the approval of the om tee amended bylaws be 
postponed until the next membership meeting which will 
be held on July 11, 1961. 

Dr. Ando then read a preliminary report of the By- 
laws Committee and moved that the bylaws as cir- 
culated be considered as read throughout at tonight's 
meeting. The motion was seconded and was carried. 


Fee Schedule Changes: 


The following changes and additions were approved 
by the membership: 


T'YMPANOPLASTY: 

5992 Tympanoplasty (Type I) (Myringoplasty) 
uncomplicated 

$993 complicated, including change in contours of 
external bony canal and/or combined with 
middle ear surgery, post-auricular or en- 
90.0 30 days 

$994 Tympanoplasty 


60.0 30 days 


(Types II through IV) 
$995 Tympanoplasty (Tympanoplasty) (Type V), 
+20 
Open HEART SURGERY: 
A. Repair, inter-atrial septal defect — 
B. Repair, inter-ventricular septal defect........ 540. 
C. Tetralogy of Fallot or multiple defect, 
open operation _ 640 


Relative values for members of the team on the basis of their value 
to the team are as follows: 


% UNITS A B Cc 

Surgeon 30% 133.3 135. 170. 200. 
Ass t. Surgeon (not more 

than 2 to be paid) TUS 33.3 30. 35. 40. 
Ass't. Surgeon T”% 33.3 30. 35. 40. 
Anesthesiologist 15% 66.7 65. 80. 95. 
Pump Operator 15% 66.7 65. 89. 95. 
Cardiologist 25% 111.1 115. 140. 170. 


540. 640. 
The meeting adjourned at 11:15 P.M. 


R. D. Moore, M.D. 


Secretary 
Kauai 


A regular meeting of the Kauai County Medical So- 
ciety was held June 6, 1961, at Wilcox Hospital Library. 
The meeting was called to order at 7:30 P.M. by the 
President. Dr. Kim was appointed as Secretary, pro tem, 
in absence of Dr. Goodhue. 

Dr. Walter B. Herter’s application for membership 
was approved. 

A letter from Mr. Hector Moir dated May 19, 1961, 
was read. Its content touched on aerial spraying of 
herbicide, on smoke and fumes from adjacent areas near 
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their home and garden. It was moved, seconded and 
carried that the letter be referred to proper authorities 
in the State Health Department and that Mr. Moir be 
so advised. 

Dr. Wade, HMA Delegate, reported on the recent 
meeting held in Honolulu. He pointed out the resume 
was sent out in the Newsletter. He noted that the new 
dues will be $60 per year. He also informed the mem- 
bers that the House of Delegates approved that for 
members to be in good standing with the local Society, 
they shall be members of the AMA, to be effective Jan- 
uary, 1962. 

After discussion on AMA-County membership status, 
it was moved and seconded that the Society disapprove 
of this action by the House of Delegates. The vote was 
2 for and 5 against this motion. 

Dr. Wade also pointed out the need for local Society's 
Constitution and Bylaws to be revised to conform to 
the HMA Constitution and Bylaws. No action taken. 

The individual contracts with HMSA were discussed 
at length. It was finally moved, seconded and carried that 
the Society's HSMA delegate, or its representative, con- 
vey to the HMSA (1) that the members do not approve 
the manner in which the HMSA Executive Committee 
abruptly cancelled the contract with this Society without 
prior negotiations, and (2) that this problem of the par- 
ticipating physician’s agreement with the HMSA be re- 
ferred to the Hawaii Medical Association with the sug- 
gestion that it be handled on a State level. 

Dr. Boido informed members on the progress of the 
negotiation of the fee schedule with the County Board 
of Supervisors. Members were advised that the County 
was waiting for the Legislature to end. He also informed 
the Society on the radio program sponsored by Pfizer 
and was advised that the radio station would only want 
members to answer questions asked by the people. 

The meeting ended with Dr. John Dillon, Professor 
of Anesthesia at UCLA, giving an interesting talk on 
Myasthenia gravis and the effect of various anesthetic 
agents. 

PETER Kim, M.D. 
Secretary, Pro Tem 


A special meeting of the Kauai County Medical So- 
ciety was called to order by Dr. P. M. Cockett, President, 
at 7:30 P.M. at the Wilcox Hospital in Lihue, Kauai, 
on June 27, 1961. Guest speakers were Dr. George Mills 
and Dr. Morton Berk of Honolulu who discussed the 
Hawaii Foundation Medical Plan. 

Meeting adjourned at 9:40 P.M. 
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A special dinner meeting was held at the Kauai Inn 
on July 7, 1961, with Dr. P. M. Cockett presiding. Guest 
speaker was Dr. Harry J. Alvis, Captain, Medical Corps, 
U. S. Navy, Submarine Base, Pearl Harbor, Oahu, who 
spoke on the hazards of diving or depth exposure. Other 
guests were Dr. Tien and Dr. Salazar. Mr. and Mrs. 
Bruce Mitchell of the G. N. Wilcox Hospital Anesthesia 
Department were also present as guests. 

Following a very interesting talk by Dr. Alvis, the 
regular meeting of the Society was held. The minutes 
of the previous meeting were accepted as circulated. 
The Treasurer gave his financial report, noting that 
there was a balance of $65.36. It was moved by Dr. 
Boido and seconded by Dr. Kim that a $10.00 assess- 
ment be made. This was carried. 


W. W. GoopuugE, M.D. 
Secretary-Treasurer 
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HAWAII MEDICAL ASSOCIATION 
(Continued from page 60) 


was noted that podiatrists have been allowed to work at 
St. Francis and Queen's. The question came up as to just 
what the hospitals permit them to do. 


ACTION: 

A motion to table any action on this until in- 
formation is received from AMA and their new 
commission as well as from the local orthopedic 
society was seconded and passed. 


PUBLICATIONS COMMITTEE 


One request for exchange and one for a free subscrip- 
tion were submitted to the Council. 


ACTION: 


A motion to approve these requests if the editor 
of the JOURNAL feels this would be of value was 
seconded and passed. 


REPORT OF THE SECRETARY 


The Secretary reported that since the last Council 
meeting the following new members have been reported: 
March (Honolulu) Florence Chinn; April (Honolulu ) 
Jeanette Chang, Samuel Clark, Robert C. Lee, Joseph 
C. Finney (transfer from Associate to Active); May 
(Honolulu) John F. Hanley, Doris Jasinski, Robert A. 
Nordyke, George F. Parker; June (Honolulu) Charles 
T. H. Ching, Mor J. McCarthy, (Kauai) Walter B. 
Herter (transfer from Honolulu). Deletions from the 
Honolulu roster were (April) Kenneth Amlin; (May) 
Donald Depp and M. E. Johnson; (June) Kenneth 
Ching. Total membership figures were 617 for March, 
622 for May, and 625 for June. 


ACTION: 


A motion to approve the Secretary's Report was 
seconded and passed. 


TREASURER’S REPORT 


An accounting of the expenditures for the first six 
months was circulated. Dr. Richert summarized the 
transactions for the period and asked if there were any 
questions. It was noted that the Golf Committee deficit 
had been reduced from $231.50 to $129.59. Dr. Richert 
called attention to his suggestion that there be two 
signatures on all Association checks. 


ACTION: 


A motion to require two signatures on all checks, 
one of which must be either the Secretary’s or 
Treasurer's and the other the executive secretary's 
or that of an officer, was seconded and passed. 

A motion to accept the Treasurer's Report was 
seconded and passed. 


PR REPORT 


Mr. Lytle reported on some of the activities of the PR 
Committee in relation to the formation of the Honolulu 
Foundation, the Speaker's Bureau, the activation of the 
Hawaii Physicians’ League for Good Government, the 
early distribution of material for next year’s AAPS 
Essay Contest, the cooperation of the radio stations in 
giving public service time, the formation of Dr. Caver's 
Health Museum, the continuation of TV programs un- 
der the auspices of the Health Education Committee, the 
addition of the 12-program series on KAIM featuring 
a series of short programs entitled “Highroad to Health,” 
and the suggestion of annual awards for outstanding 
medical reporting. Dr. Allison felt that the Health Ed- 
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ucation and the Public Relations committee activities 
should be kept separate in order that the free time made 
available to the Health Education Committee would not 
be jeopardized. However, the two committees should 
work closely together. After it was learned that news- 
papermen from all islands belong to the Press Club, it 
was agreed that a cash award and the presentation of a 
perpetual trophy should be made annually at the Grid- 
iron Dinner. 

Mr. Lytle made an announcement of the Tenth Pacific 
Science Congress and asked that he be given permission 
to devote five full days to working with this group just 
prior to his departure for Chicago. 

ACTION: 

The motion to permit Mr. Lytle to devote five full 
days to the Science Congress was seconded and 
passed 

AMA DELEGATE’S REPORT 


Dr. Arnold made a preliminary report on his last 
AMA Annual Meeting, giving some highlights and ask- 
ing the Association to give his successor, Dr. Richard 
D. Moore, instructions if there were any objections to 
the bylaw change which would give the AMA original 
jurisdiction in disciplinary matters. Mr. Kennedy said 
this is contrary to the HCMS bylaws. The members 
of the Council agreed with the new concept and Dr. 
West pointed out that under the revised HMA bylaws 
the Council may take action in excess of that taken by 
a county’s disciplinary board. 


HMSA RELATIONSHIP 


Dr. Burden explained that the date of the Council 
meeting was changed to enable the councillors, who are 
now voting members of the House of Delegates, to at- 
tend both meetings on the same day. The sole purpose 
of the House of Delegates’ meeting is to discuss the 
HMSA problem. Dr. Burden advised that the request 
for a special House of Delegates meeting was made 
after the HMSA county contracts were canceled. Most 
of the uproar was based on the way this was done. There 
is a feeling on the part of many that it removes the 
proper controls over the policy making and fee control 
portions of the HMSA program. He said that by re- 
questing the House of Delegates to meet and take up 
this problem, the matter was thrown into the state As- 
sociation’s jurisdiction, more or less. However the 
HCMS, after their president came back from his vaca- 
tion, decided they should take action themselves and 
they have advised that negotiations with the HMSA for 
a master contract are proceeding and it looks like the 
problem is about to be resolved. 

Dr. Giles said that in view of the success of the 
negotiations going on at the present, he felt that the 
Council could not recommend to the Delegates at the 
present time that this be on a state level. Since the rela- 
tionship has been on a county basis for a considerable 
length of time, we could do harm if we were to change 
it now. However, he thought that the state should make 
future negotiations with HMSA. He thought we should 
recommend that the negotiations be carried on as they 
are at present. The HCMS has been authorized to nego- 
tiate for the other counties and this should be continued. 
However, in the future, clarification should be made as 
to what the problem is. It may be possible to convince 
HCMS that this should be carried on at a state level, 
but no agreement can be made until they are given a 
proper proportion of the members of the committee 
involved. 

(Continued on page 84) 
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(Continued from page 80) 


Mr. Kennedy said that in the negotiation of this con- 
tract at a county level, Honolulu county has never 
thought it was speaking for any other county. He as- 
sumed that if the proposed contract is negotiated at the 
county level, the very same contract will be negotiated 
with every other county. 

The meeting was recessed at this point and recon- 
vened again at 9:00 P.M. 


WAIVER OF REGISTRATION FEES 


It was noted that the waiver of the registration fees 
for some of the guest speakers and for a physician from 
the USPHS, who was advised by one of the members 
that he would not have to pay, had not been previously 
granted. 


ACTION: 


The motion to waive the registration fees for 
Col. Carl W. Hughes, Drs. Paul McCallin, Wil- 
helmina Haake, and Thomas McBride was sec- 
onded and passed. 


BRONZE PLAQUE 


It was noted that no progress had been made in de- 
veloping this project pending permission to use the State 
of Hawaii seal, which has now been refused. 


ACTION: 


The motion to refer this back to Dr. Giles and 
his committee to study further and present to the 
next meeting was seconded and passed. 


Mr. Kennedy suggested that since the state dues are 
going up so much next year at the same time as the 
AMA dues, which will be mandatory, are going up, 
information regarding these increases should be cir- 
culated before the bills go out. HCMS will send out 
their bills with every item itemized. He was advised that 
this information had been announced and had been cir- 
culated through the newsletter. He thought it would be 
a good idea to condition the members to expect this bill 
because he wasn't certain they were aware of the big 
increase. 


ACTION: 


The motion to have the public relations counsel 
determine a good way of advising the membership 
of the increase in dues was seconded and passed. 


The meeting adjourned at 9:10 P.M. 
Respectfully submitted, 
RopNney T. West, M.D. 


Secretary 


MINUTES OF THE HOUSE OF 
DELEGATES MEETING 
July 21, 1961, 7:30 p.m. 
Mabel Smyth Auditorium 


PRESENT 


Dr. J. A. Burden, presiding; Drs. Allison, Andrews, 
Homer Benson, Robert Benson, Berk, Boido, Bruce, 
Cushnie, Dang, Giles, Goodhue, Hartwell, Ho, Ito, 
Vernon Jim, Judd, Leong, Lum, Mills, Moran, Nishi- 
jima, Richert, Sloan, Vasconcellos, Waite, Wong, and 
West; Past Presidents Arnold, Jr. and Nishigaya. 
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The Secretary called the roll, seated four alternate 
delegates, and announced that there was a quorum pres- 
ent. 

The Secretary was asked to read the June 15 letter 
signed by 20 delegates, which was the basis of calling 
the special meeting. 

We the following delegates of the Hawaii Medical Association 
request a special meeting at the earliest possible date to discuss any 
possible relationships with HMSA or any other organizations. 

We request that any meetings or negotiations concerning this 
matter be deferred by our officers until after the special delegates 
meeting. 

The President explained that in accordance with the 
Bylaws the meeting had to be limited to the subject mat- 
ter included in the letter requesting it. He opened the 
meeting for discussion. 


ACTION: 


Dr. Leong moved, seconded by Dr. Nishijima, 
that the state association refrain from any negotia- 
tions with the HMSA. 


Dr. Arnold suggested that since this was a special 
meeting, the House of Delegates could not legally take 
any action except on what it was specifically called for; 
and since it was called for discussion, he thought only 
discussion, and no action, could be taken. 

Dr. Richert said he did not feel that the motion was 
in good form because it did not specify any time or 
make any limitations. Negotiations are going to have 
to be made with the HMSA, maybe first on a county 
level, but we hope eventually on a state level. If this is 
done with individual counties, that is something to be 
worked out. But he thought it was a mistake to com- 
pletely close the door to any negotiations on a state level. 
Dr. Cushnie thought that this type motion is like cut- 
ting our own throats. Dr. Richert asked if the maker of 
the motion would rephrase it. There was no change 
made in the original motion. 

ACTION: 

Dr. Richert moved, seconded by Dr. Cushnie, to 
table the motion until there was more discussion on 


the subject. The tabling motion passed by a vote of 
24 to 2. 


The President again asked for discussion and re- 
quested the Secretary to reread the letter asking for a 
special meeting. 

Dr. Richert said there are two separate views, as he 
saw it. The outside islands are perfectly satisfied with 
HMSA, whereas Honolulu County has not been. The 
outside islands have not wished to do their own disci- 
plining; here on Oahu the doctors feel they want more 
teeth in their disciplinary actions. There is a faction 
which is afraid that HMSA, as a business organization, 
is trying to take the control away from the doctors. The 
outside islands have not felt that way. They are willing 
to divest themselves of the county contract in order to 
have HMSA take over the disciplining. On the other 
hand, Honolulu wants to keep their disciplinary powers 
and have a definite interest in the running of the HMSA, 
which they felt they would not have without a master 
contract. He thought we had better stick together on 
this, and everybody should accept the same contract. 
We have to stick together in order to have authority 
with the insurance carrier so that we can have representa- 
tion on the Board. 

Dr. Mills said he didn’t think that the reason the 
HMSA canceled the contract was related to discipline. 
He felt that the Medical Committee of the HMSA did 
not represent the medical society. He said that the out- 
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HAWAII MEDICAL ASSOCIATION 
(Continued from page 84) 


side islands were happy to sign individual contracts, but 
the Medical Committee didn’t feel that should be done 
until something was worked out as to who was going to 
set fees and how the Fee Adjustment and Medical Care 
Plans Committee could sit down and decide the terms 
of the contract. 

Dr. Hartwell gave a brief summary of events that 
had taken place in Honolulu. There was the matter of 
fees. He noted that some of the fees listed in the 1938 
schedule had been changed very little and some doctors 
felt that economics was the main reason for the dif- 
ficulties. He commented on the Community Group Plan 
and the difficulties that arose out of that. The next thing 
was the coverage for the Federal employees, who prob- 
ably don’t represent such a large segment of the neigh- 
bor island doctors’ practice as they do on Oahu. The 
HMSA set up a splinter group to police the Federal em- 
ployees plan and these men have done an excellent job. 
But it was a group over which the county society had 
little or nothing to say. Men from Honolulu County, at 
county expense, went to Washington to discuss this plan 
before it went into operation, but they were not on the 
negotiating team. There seemed to be a breakdown of 
relations. There was a difference of opinion as to whether 
the county society had anything to say about this plan. 
They attempted to make this group report to the county 
society and as a result received a letter saying that the 
county medical society had rejected the Federal plan and 
they (HMSA) didn’t have to report on it. 

He commented on the Foundation, which the HMSA 
seemed to think was in opposition to them, this is not so. 
When Dr. Harrington, one of the founders of the orig- 
inal Stockton plan, was in Honolulu he met with the 
HMSA executive committee and told them that they 
were missing the beat. They should have every doctor 
in the state 100% behind them and should offer every- 
thing that the Stockton plan includes. Dr. Hartwell said 
he set up a meeting with the Board of Directors and the 
Honolulu County Board of Governors. He had been told 
it wouldn't accomplish anything and it didn’t. Never- 
theless it took place and the two groups had an oppor- 
tunity to meet one another. Next the officers decided that 
they would meet with the executive committee of the 
HMSA. If they hadn’t done that and had turned it over 
to the Medical Care Plans Committee, they might have 
been better off. They met for a couple of hours and 
pointed out that the Society would like to have a com- 
mon form of contract whether it was for the Federal 
employees or not and that we would like better policing 
of HMSA. They went further than the Board of Gov- 
ernors had directed and said they would be perfectly 
willing to have the doctors sign individual contracts un- 
der a master contract and if for any reason the HMSA 
wanted to drop a participating physician, they could do 
so with 30 days’ notice, and so could the society. 

The answer to this was the letter dated May 26 can- 
celing the contract. After that there was a pause as three 
of the HCMS officers took their vacations at the same 
time and did not appoint anyone else to carry on these 
negotiations. 

On June 9 Dr. Burden wrote a letter to Mr. Oli- 
phant. 

Dr. Hartwell felt that Dr. Burden had acted as a 
state association president should. 

The House granted Mr. Kennedy the privilege of the 
floor. Mr. Kennedy said that when Dr. Hartwell got 
back from his vacation he asked to meet with Mr. 
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Veltmann for lunch. Mr. Veltmann suggested that the 
HMSA and HCMS might better meet together at the 
staff level and then bring information back to their 
policy making levels. In all the negotiations which were 
entered into, policies were set forth only for Honolulu 
County and at no time did they speak for the other is- 
lands. There are now ten points in the proposed contract 
which were more or less approved by the membership. 
These are: 


1. There shall be only one form of participating physicians’ agree- 
ment, that is to say, there will not be one for the Federal plan, one 
for the basic plan, etc. 

2. Participating physicians’ agreements shall be for a term of one 
year and shall have a 30-day cancellation clause in them, which can 
be used either by the HMSA or the participating physician. 

3. There will be no changes made in the HMSA constitution and 
bylaws, fee schedules, or administrative operating procedures, without 
approval of the Society. 

4. The Medical Director of HMSA and any of his assistants 
(meaning doctors) shall not be appointed except after consultation 


with the Society and then only if the Society does not disapprove of 
such appointees. 

5. It is agreed that the Society shall annually nominate 9 of its 
members who are HMA participating physicians for consideration by 
the nominating committee of HMSA as nominees for election to the 
HMSA Board and that from such nominees of the Society, three shall 
be nominated for election by the directors. (Three are elected each 
year for a two-year term. Total number for Honolulu is 6.) 

6. HMSA will not exercise its right to cancel any participating 
tees contract after 30 days’ notice, unless such cancelation has 

en recommended by the appropriate medical committee of HMSA 
and finally approved by the executive committee of the HMSA. (Only 
a may initiate a recommendation for cancelation of the 
individual contract. ) 

7 


All physician committees of HMSA, other than the Medical 
Committee, shall be appointed by the President of the HMSA and 
shall be in direct proportion to the number of participating physi- 
cian in each of the counties of the State. The Society shall provide 
the president of HMSA with a list of not less than three times the 
minimum number of appointees required to be appointed. (The num- 
ber to be submitted shall never be less than five and all must be 
participating physicians. ) 
_ 8. No changes to existing plans or new plans will be offered or 
introduced which affect the total charges participating physicians may 
make for any service or procedure, except with the prior approval of 
the Medical Care Plans Committee of the Society. 

9. HMSA om that not less often than annually it shall review 
and confer with the appropriate committees of the Society with re- 
gard to fee schedules. 


10. This contract shall be on an annual basis with no 30-day 
cancelation clause. 

The current status of negotiations is that Mr. Velt- 
mann has given a copy of the proposed contract to the 
HMSA attorney who will go over it for legality, not 
policy. Mr. Kennedy thought that negotiations would 
probably be concluded within a week. 

Mr. Kennedy spoke on the individual contracts and 
their unsatisfactory terms. Lifetime contracts were dis- 
tributed. HCMS is proposing annual contracts. Under 
lifetime contracts, the Society cannot suggest to its mem- 
bers that they be canceled. Annual contracts can lapse. 

Mr. Kennedy advised that the HMSA Board of Di- 
rectors voted to eliminate alternate directors. There 
was a move by the lay directors to have alternate di- 
rectors for every member on the Board. In the Bylaws, 
the Board can appoint an alternate for any director. He 
said he thought that if this contract is negotiated here 
in Honolulu, the identical contract will be made with 
the other counties in the state. 

Dr. Sloan asked Mr. Kennedy if he felt that Mr. Velt- 
mann would go along with the proposed contract and 
try to influence his directors to approve it. Mr. Kennedy 
said he couldn’t see how he could help but make the 
recommendation to his executive committee. It would 
seem that he would make such a recommendation. How- 
ever, when Mr. Veltmann was advised that the proposed 
contract would come back to the Medical Care Plans 
Committee, he said he was going to hand it to his exec- 
utive committee and let them decide. 

Mr. Kennedy said that in the beginning, he thought 
that HMSA might desire to contract on a state level but 
at the previous day’s meeting, Mr. Veltmann made it 

(Continued on page 88) 
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Automated 
Billing 


IBM COMPUTER EFFICIENCY FOR INDIVIDUAL PHYSICIANS 


Hawaiian physicians may now avail them- 
selves of our Accounts Receivable system that 
over 500 physicians in Washington, Oregon 
and California now use. A simple hand entry 
system that requires no capital outlay can 
give you an accurate and complete Accounts 
Receivable Record compiled on an IBM 1401 
Computer. 


ONE LOW PER STATEMENT CHARGE INCLUDES THE FOLLOWING: 


. All statements, envelopes and stationery attendant to the system. 


2. A weekly Accounts Receivable Record for the month to date 
(delivered each Monday morning). 


3. Neat and businesslike patients’ monthly statements that are 
completely itemized. 


4. Certain insurance reports filled out except for your signature. 
Monthly aging of all accounts receivable. 
. Yearly (or monthly) practice analysis. 


Our years of experience handling medical accounts may now benefit you 
directly. The extreme low-cost of this service is well worth investigating. 
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clear that this point is the doctors’ decision and he would 
not enter into it in any way. 

Dr. Burden thanked Mr. Kennedy and complimented 
him on the manner in which he had been conducting 
the negotiations. Perhaps if this approach had been used 
at the start of the trouble, there would have been less 
trouble all around. He thought that there was no doubt 
that the way medical things are going, there is need for 
unity and that is one possible argument to have the 
contract on a state level—to act as a unified group rather 
than as splinter organizations. That the smaller societies, 
Maui at least, have always gone along with Honolulu 
but they can't help but feel like step children in many 
ways. 

Dr. West said that he thought that everything had 
been thoroughly discussed and moved that the meeting 
be adjourned. 

Dr. Sloan asked if anything came out of the Council 
meeting. Dr. Burden advised that other actions were 
taken but a special meeting is limited to the subject for 
which it is called. 

Dr. Hartwell said he realized that it is expensive and 
time consuming to come here but thought that perhaps 
we ought to have two or three meetings of the House 
of Delegates every year and maybe something could be 
done to promote more frequent meetings. 

The meeting adjourned at 8:57 P.M. 


Respectfully submitted, 
Ropney T. West, M.D. 
Secretary 


BOOK REVIEWS 
(Continued from page 59) 


as they exist today. In addition, it provides a background 
for understanding oncoming problems. 

After an introduction to terms and types of radiation, 
Dr. Shilling puts in perspective the sources of radiation 
to the human body (cosmic rays, fallout, medical uses) ; 
their effect on the individual and on the race; and the 
fundamentals of radiation safety. Despite the mislead- 
ing subtitle, much of the content applies directly to the 
doctor. The usefulness of radioactive isotopes in clinical 
diagnosis and treatment, as well as details of the effect 
of excessive radiation on the human body from accidents 
or bomb explosions, are outlined. 


This booklet can be recommended heartily as a lucid 
introduction to the problems of radiation for those in- 
volved in the daily care of patients. Even those working 
directly in radiology or nuclear medicine will find it a 
balanced review and handy reference. 


Rosert A. NorpyKeE, M.D. 


The Principles and Practice of Medicine, 
5th Ed. 


By Sir Stanley Davidson, B. A., Cantab, M.D., F. R. C. P. 
Edin, F. R. C. P. Long., M.D., Oslo, R. F. S. Edin, 
1112 pp., $8.00, The Williams and Wilkins Co., 1960. 
This textbook is excellent for brief, rapid review of 

internal medicine. It would be ideal for someone who 
is not in the field of internal medicine. It may not be 
completely adequate for an internist but may help him 
in refreshing his memory. All the articles are short, con- 
cise, clear, and quite complete. The normal and ab- 
normal physiological processes are current and dis- 
cussed as often as necessary to classify the subject. The 
interpretation of signs and symptoms is especially good 
and much superior to the manner in which it is handled 
in Cecil and Loeb’s Textbook of Medicine. Most of the 
current medications are adequately discussed. 


U. Goro, M.D. 


Haemopoiesis—Cell Production and 

Its Regulation. 

By E. W. Wolstenholme, OBE, MA, MB, MRCP, and 
Maeve O'Connor, Eds., 490 pp., $11.00, Little, Brown 
and Company, 1960. 

This symposium on the kinetics of blood cell produc- 
tion will be of interest only to investigators concerned 
with the mechanism of hematopoiesis. 


THOMAS Fujiwara, M.D. 


Clinical Cardiopulmonary Physiology 
Edited by Burgess L. Gordon, 2nd Ed., 1001 pp., $28.50, 

Grune & Stratton, 1960. 

This is an entirely new edition with significant im- 
provement over the first. An almost overwhelming un- 
dertaking because of multi-authorship, it nevertheless 
will serve its function admirably. Deficiencies stem from 
multi-authorship and in many areas too narrow a field 
is covered, limited to a single investigator's interest. The 
third edition should aim to correct this deficiency. 


BERNARD J. B. Yim, M.D. 
(Continued on page 90) 
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Trademarked 
drugs... 


or “drugs 
anonymous’? 


In the field of medicine, as almost everywhere else in a free economy, 
the trademark concept has evolved over the years. As with most 
human institutions, there are some who may not consider it ideal; 
but it has brought about three signal benefits: 


To the physician it gives assurance of quality in the drugs he 
prescribes—assurance backed by the biggest asset of the maker, 
his reputation. 

To the manufacturer it gives one of the greatest possible incen- 
tives to produce new and better curative agents. 


To the pharmacist it gives preparations which he can dispense 
with confidence. 


If trademarks are done away with, a whole new setup must be created: 


1. An enormously expanded, expensive system of government 
quality control. 
2. A new system of generic nomenclature which would magi- 
cally turn out names not only rememberably simple, but also 
conforming to the principles of complex chemical terminology. 
3. Something new to fill the gap left by the elimination of the 
trademark incentive to produce new and better drugs. 
The American system has been pre-eminent in producing and distrib- 
uting good medicines. Above all it has been successful in creating 
new advances in therapy. In a dubious effort to provide cheaper 
medicines by abolishing the trade names upon which the responsible 
makers stake their reputations, let us beware of sacrificing this success. 


This message is brought to you on behalf of the producers of prescription 
drugs to help you answer your patients’ questions on this current medical 
topic. For additional information, please write Pharmaceutical Manufacturers 
Association, 1411 K Street, N. W., Washington 5, D.C. 
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BOOK REVIEWS 
(Continued from page 88) 


*Clinical Management of Behavior 
Disorders in Children 


By Harry Bakwin, M.D., 597 pp., $11.00, W. B. Saun- 
ders Co., 1960. 


This second edition follows the outline of the first 
edition. The contents of each chapter have been gen- 
erally preserved. Principal changes are noted in minor 
revisions of paragraphs here and there. These are limited 
largely by the fact that the first edition had been so well 
written, The addition of sections on Duodenal Ulcer, 
Early Infantile Autism, Manic-Depressive Disease and 
Hysteria increase the effectiveness of this excellent text. 
Written in a sensitive, clear and effective style, this book 
maintains its position as an essential text book for all 
who deal with the emotional problems of children. 


DUKE CHo Cuoy, M.D. 


* Surgical Treatment of Trauma 


By Preston A. Wade, M.D., Ed., 779 pp., $26.50, Grune 
& Stratton, 1960. 


This text of 750 pages covers practically every phase 
of trauma, although, as might be expected, it is largely 
devoted to the management of injuries of the bony 
skeleton. 

It is thorough and comprehensive, and for the gen- 
eral practitioner, or the general surgeon, I think it would 
serve as an excellent reference in that it has chapters 
devoted to the management of multiple injury cases as 
well as chapters outlining pertinent data concerned in 


trauma of such anatomical systems as head and neck, 
injuries to the nervous system, and the urinary tract. 

It is well organized and contains numerous excellent 
illustrations. The style of writing makes for easy in- 
gestion and assimilation of the information contained 
therein. 

James W. CHERRY, M.D. 


* Diagnosis and Treatment of Menstrual 

Disorders and Sterility, 4th Ed. 

By S. Leon Israel, M.D., 666 pp., $15.00, Paul B. Hoeber, 
Inc., 1959. 


This is an excellent book; its chapters are well out- 
lined, and the material reflects the author's clear and 
logical method of presentation which is well known by 
those who know him. The approach to endocrine and 
infertility problems is clear and practical. 

An excellent book for general practitioner or specialist, 
it will be particularly helpful for those who meet en- 
docrine problems infrequently. The book is well printed 
and bound. It is highly recommended. 


C. C. McCorriston, M.D. 


* Occupational Therapy in Rehabilitation 
By E. M. Macdonald, B.Litt. TMAOT, Ed., 348 pp., 
$8.50, Bailliere, Tindall and Cox, 1960. 


This book should be included on the required list for 
undergraduate students in occupational therapy and 
recommended reading for those considering careers in 
occupational therapy. 

The book would be especially important for occu- 
pational therapy students who do not have regular ex- 
posure to discussion and lectures on the diseases found 
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in the patients that the occupational therapist will be 
asked to serve. 

The occupational therapist working in rehabilitation 
centers or hospitals with regular discussions on the med- 
ical aspects of their patients would not necessarily need 
to add this book to their libraries. 


R. FREDERICK SHEPARD, M.D. 


Neurochemistry of Epilepsy 


By Donald B. Tower, M.D., Ph.D., 335 pp., $9.00, 
Charles C. Thomas, 1960. 


One of the foremost neurochemists of today, Dr. 
Donald B. Tower from the National Institute of Health, 
has done an excellent job of presenting current concepts 
regarding the neurochemical mechanisms responsible for 
seizures. Briefly but concisely he discusses the important 
aspects of cerebral oxidative metabolism, amino acid me- 
tabolism and electrolytes and transmitters involved in 
neural function with special emphasis on those particu- 
lars which are felt to be important in seizures. In addi- 
tion, factors affecting anticonvulsant action and the pos- 
sible modes of action of anticonvulsants are presented. 

The book is quite devoid of complex chemical for- 
mulae and technical details and the material is presented 
in very readable and relatively simple language. Al- 
though written primarily for the clinician and students 
in neurology and allied fields who are usually without 
much of a chemical background, each chapter is well 
supplemented by a bibliography for the neurochemist 
and other investigators. 


MICHAEL M. OKIHIRO, M.D. 


* Complications in Surgery and 
Their Management 


Edited by Curtis P. Artz, M.D., F.A.C.S., and James 
D. Hardy, M.D., F.A.C.S., 1075 pp., $23.00, W. B. 
Saunders Company, 1960. 


This is a monumental compilation of almost any 
complication possible in general surgery or its related 
specialties. It is thorough, well written, and documented 
with a more than adequate bibliography. The #llustra- 
tions are few, but are presented where necessary, and are 
informative. The authors have devoted particular at- 
tention to the newer developments in surgery—for exam- 
ple, vascular surgery—but have wisely excluded such 
developing fields as extra-corporeal oxygenators. This 
volume will be particularly valuable to the occasional 
operator, but helpful also to the surgical specialist. 


R. G. JOHNSTON, M.D. 


Diagnostic Roentgenology of the Digestive 
Tract Without Contrast Media 


By Bernard S. Wolf, M.D., Mansho T. Khilnani, M.B., 
and Arthur Lautkin, M.D., 180 pp., $8.75, Grune & 
Stratton, Inc., 1960. 

The authors emphasize the amount of important diag- 
nostic information which can be gleaned from plain 
films of the abdomen without employing the usual 
opaque media. While x-rays faithfully record disease 
lesions, many valuable leads may be lost by hurried or 
casual scanning of films. Most of the examples shown 
(such as air outlining a gastric ulcer crater or in colon 
diverticula) require confirmation by opaque substances 
and I suspect were often seen in retrospect. The authors 
should be complimented on their careful study and fol- 
low-up of cases. 

(Continued on page 92) 
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BOOK REVIEWS 
(Continued from page 91) 


The value of the book is in the numerous illustra- 
tions which are superb reproductions of fascinating 
roentgenograms with well-phrased captions. By com- 
parison, the text is rather dull and unnecessary. 

Radiologists’ diagnostic acumen and awareness would 
be sharpened by recalling the examples presented. 


RoBERT G. RIGLER, M.D. 


A Synopsis of Contemporary Psychiatry 


By George A. Ulett, and D. Wells Goodrich, 309 pp., 
$6.50, The C. V. Mosby Co., 1960. , 


This rather comprehensive manual covers the field of 
psychiatry in outline fashion very well. The material is 
reliable, convincing, and clearly presented. This volume 
serves very well for a student or for a general prac- t 
titioner, and as a refresher outline for the specialist. : 

The field of tranquilizers is very reasonably and com- 


prehensively covered. It is a rather good synopsis of 
i psychiatry brought up to date. 
J. RoBEert JAcoBSON, M.D. 
*An Atlas of Bronchoscopy 
: By A. Huzly, M.D., 94 pp., $12.50, Grune & Stratton, 
2 REFRESHING 1960. 
; NEW FEELING 


This atlas should be in possession of everyone doing 
bronchoscopies. It contains 180 photographs obtained 
with an ingenious German-manufactured optical camera 
system. Most of the photographs are in color, and while 
for teaching purposes they are not as valuable as the 
monumental drawings of Chevalier Jackson, for prac- 
tical purposes they are perhaps superior. Almost all 

types of pathologic changes in the tracheobronchial tree 
CAN | WEAR Of value are repeated photo- 


CONTACT LENSES graphs showing changes in severity of disease and in 


heating processes. A photographic apparatus of this na- 


BOTTLED UNDER AUTHORITY OF THE COCA-COLA COMPANY BY 
THE COCA-COLA BOTTLING COMPANY OF HONOLULU, LTD. 


results in anastomoses and grafts of the tracheobronchia 
ne tree. The first part of the book deals with indications, 


technique, and anatomy, and would be of value to any- 
one learning to perform bronchoscopies. 


PAUL W. GEBAUER, M.D. 


* Management of Hypertensive Disease 

By Joseph C. Edwards, 439 pp., $15,00, The C. V. Mosby 
Co., 1960. 

This monograph is filled with practical gems. The 

THE EYE PHYSICIAN author emphasizes the false high readings obtained in 

Medical Doctor-Ophthalmologist) obese persons. He goes on to outline how taking the 


will examine your eyes and deter» blood pressure in the forearm gets around this very 
mine whether you can wear contact effectively 
lenses. 


Another not well known point is emphasized—the 
prognostic value of basal blood pressure readings and 
the technique of getting them in an office practice. The 


THE GUILD OPTICIAN 
(Scientifically Trained Technician) 
will fill the written prescription of 


the eye physician and work with casual blood pressure is denounced as being unreliable 
you and your physician to achieve and should give way to the basal reading in evaluation 
comfort and confidence in the of any therapeutic regimen. 

handling, care, and wearing of All therapeutic regimens are given in fine detail, in- 
contact lenses. cluding what the patient should be given in writing. 


For those wishing to be brought up on the theory 
and fine details of all aspects of the problem of hyper- 
tEPTICAL DISPENSERS tension, the author has a concluding chapter summar- 
izing important physiology and experimental work plus 
a bibliography of 1,622 references. 


(Continued on page 94) 
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stops bacterial diarrheas without eradicating the normal intestinal flora 
At a large teaching hospital, a double-blind study with FUROXONE LIQUID in 65 chil- 
dren “demonstrated both symptomatic and bacteriological effectiveness of this drug in 
the outpatient management of bacterial diarrhea” without eradication of the normal 
intestinal flora. This “highly desirable quality”— the preservation of normal intestinal 
flora in children—is held “in contrast to experience with other . . . agents used for this 
purpose.” Overgrowth of nonsusceptible organisms “resulting in colitis, proctitis and 
anal pruritus usually associated with bowel sterilization have not been observed” with 
FUROXONE. “Side effects were negligible and acceptability of the preparation was ex- 
cellent.” [Mintz, A. A.: Antibiotic Med. 7:481, 1960.] Furexene Liquid is a pleasant 
orange-mint flavored suspension containing Furoxone 50 mg. per 15 cc., with kaolin 
and pectin. Dosage for both children and adults may be found in your P.D.R. 4 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N. Y. @ 
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BOOK REVIEWS 
(Continued from page 92) 
Announcement 


This is a very readable and serviceable book, meeting 
the needs of both the busy practitioner who wants things 
at his fingertips and also the man who wants to pursue 

SUMMERS the minutiae of the subject—a very rare achievement. 


R M. DEHay, M.D. 
ALA MO ANA * Diagnosis and 


of the Chest 
PHARMACY Edited by David M. Spain, M.D., 371 pp., $14.75, Grune 
1441 Kapiolani Blvd. 
v Phones 97-021 — 97-027 This significant contribution to our knowledge of 


tumors of the chest is sponsored by the American Col- 
lege of Chest Physicians on the occasion of their 25th 

y anniversary. It sums up clearly and concisely our know]- 

: edge regarding these lesions. 

Y Opening Date Dr Spain or 25 other distinguished contributors 
1, MONDAY. OCTOBER 16 comprising the fields of chest medicine, radiology, 
? pathology, and surgery have done an excellent job in 
condensing the vast amount of material that has come 
to light in this field in recent years. This is a volume 
of particular importance to those dealing in chest 
diseases. However, it is an excellent reference book for 
all clinicians. As might be expected, most of the book 
CLINTON D. SUMMERS is taken up with pn led of the lung. Approximately 


100 pages deal with the etiology, pathogenesis, pathol- 


PHONES 66-0-44 THIRD FLOOR YOUNG BLDG. ogy, diagnosis, and treatment of bronchogenic carcinoma. 


Another “CAN-DO” Pill Shop 


Neoplasms of the mediastinum, pleura, chest wall, di- 

aphragm, esophagus, and heart are also dealt with in 

P NOME OF ™ some detail. Particular emphasis is placed on the proven 
PERSONAL FLUORIDATION methods of treatment at the present time. 


(Continued on page 96) 
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Take an 

‘inside look” at a 
remarkable 
advance 

in topical steroid 
therapy 


The unique base, Veriderm, com- 
bined with the outstanding anti- 
inflammatory steroid, Medrol, 
provides effective treatment of 
dermatoses. 


Veriderm Medrol Acetate consists 
of Veriderm, a base closely 
approximating the composition of 
normal skin lipids, and Medrol 
Acetate, the highly effective, 
dependable corticoid. 


Topical use of Veriderm Medrol 
Acetate produces symptomatic 
relief and objective improvement 
of dermatoses, and at the same 
time aids in correcting dry skin 
conditions. Veriderm Medrol Ace- 
tate, less greasy than an ointment 
and less drying than a lotion, is 
indicated in atopic, contact, or 
seborrheic dermatitis, and in 
neurodermatitis, anogenital pru- 
ritus, and allergic dermatoses. 


Available in four formutations: Veriderm Medro! Acetate 
0.25% — Each gram contains: Lie gene (methyiprednisolone) 
Acetate 2.5 m 
zoate 3 mg.; in skin lipid of saturated and 
unsaturated free fatty acids; trigiycerot and other esters of 
fatty acids; saturated and unsaturated hydrocarbons; free 
cholesterol; high-molecutar-weight alcohol; with water and 
(Veriderm Medrol Acetate 1% is also available.) 

again ainst fection: Veriderm Neo- 
ss Acetate 0.25% — Each gram contains: Medrol (meth- 
yiprednisolone) Acetate 2.5 jeomycin Sulfate 5 mg. 
(equivaient to 3.5 mg. neomycin base); Methylparaben 4 mg.; 
Buty!-p-hydroxybenzoate 3 in a skin lipid base com- 
posed of saturated and unsaturated free fatty acids: 
trigtycerol and other esters of fatty acids; saturated and 
unsaturated hydrocarbons; free cholesterol; high-molecular- 
weight aicohol; with water and aromatics. (Veriderm N: 
Medrot Acetate 1% is also availabie.) 
Administration: After careful cleansing of the suet skin 
to minimize the possibility of introducing infection, a i} 
amount of either Veriderm Medrot Acetate or Neo. 
Acetate is applied and rubbed gently into the involved areas 
Application should made initiatly one to three — daily. 
Once control is achieved — usually within a few h — the 
frequency of application should reduced to 
penne cy | to avoid relapses. Th % preperation is recom- 
mended for beginning acinent. fi the 0.25% preparation 
for maintenance therapy 
Contraindications: Loca! application of Medrot Ace- 
tate or Neo-Medroi Acetate is ¢ 
of the skin and in other cutaneous infections Yor which an 
effective antibiotic or chemotherapeutic agent is not avail- 
able for simultaneous application 
These preparations are- usually well tolerated. However, if 
signs of irritation or sensitivity should develop, appiication 
should be discontinued. If bacterial infection should develop 
during the course of therapy. appropriate jocai or systemic 
should be instituted. 

in 5 Gm. and 20 Gm. tubes. 


Veriderm 


Medrot 


Acetate 


Neo-Medrot 


Acetate 
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BOOK REVIEWS 
(Continued from page 94) 


The writing of this volume is clear and concise; the 
x-ray reproductions are particularly excellent, as are 


the histologic sections. 
NIALL M. ScuLty, M.D. 


* Occupational Diseases and Industrial 
Medicine 


By Rutherford T. Johnstone, M.D., and Seward E. Mil- 
ler, M.D., 482 pp., $12.00, W. B. Saunders Co., 1960. 


This book, written by two experts on the problems of 
industrial medicine, is in an easy-to-read style which 
quite painlessly conveys an astonishing amount of in- 
formation. The case histories and illustrations of the text 
are excellent, although the reproduction of lung films 
lacks contrast. 

An unusually interesting chapter entitled “Occupa- 
tional Cancer” begins with the history of the first rec- 
ognized cancer probably resulting from occupation, a 
scrotal lesion encountered in chimney sweeps by Per- 
cival Pott in 1775. 

The chapters on synthetic resins, pesticides, and rocket 
fuels are surprisingly up to date, offering specific advice 
on handling materials as well as patients in contact with 
these substances. 

Although it is not a classic, this is an excellent book. 


F. L. TABRAH, M.D. 


Also Received 


*Medical Almanac, 1961-62 
Compiled by Peter S. Nagan, 528 pp., $5.00, W. B. 
Saunders Company, 1961. 


Organizations and Officials; Publications and Meet- 
ings; Education and Research; Vital Statistics; Medical 
Manpower; Costs of Illness; these are a few of the 
chapter headings. A diamond mine of information for 
those who need it—or who merely enjoy it! 


Adrenergic Mechanisms 

G. E. W. Wolstenholme, Maeve O'Connor, and J. R. 
Vane, Eds., 632 pp., $12.50, Little, Brown & Company, 
1960. 
An important reference work, though not one for 

your desk-top library. 


The Chemical Basis of Clinical Psychiatry 
By A. Hoffer, M.D., and Humphry Osmond, M.R.C.S., 
D.P.M., 277 pp., $8.50, Charles C. Thomas, 1960. 


Here is the evidence that anxiety results from a rise in 
the ratio of adrenaline to leuko-adrenochrome. 


The Surgical Clinics of North America, 

Vol. 41, No. 2 

Frank Glenn, M.D., Guest Editor, pp., 265-544, W. B. 
Saunders Company, April, 1961. 
This volume from the New York Hospital Cornell 


Medical Center deals with the surgery of the heart and 
large vessels. Twenty-one contributors. 


* Atlas of Tumor Pathology—Section IX, 

Fascicle 33, Tumors of the Female Sex 

Organs, Part 3, Tumors of the 

Ovary and Fallopian Tubes 

By Arthur Hertig, M.D., and Hazel Gore, M.B., 177 pp., 
$1.40, Armed Forces Institute of Pathology, 1961. 


Every pathologist will want to own this beautifully 
produced and authoritative pamphlet. The illustrations 
(157 of them, 8 in color) are excellent. Two pages of 
color. 


* Metabolic Effects of Adrenal Hormones 

G. E. W. Wolstenholme, and Maeve O'Connor, Eds., 
109 pp., $2.50, Little, Brown and Company, 1960. 
The internist with special interest in endocrinology 


and metabolism can hardly afford to miss this little 
volume. 


Essential Hypertension— 
An International Symposium 
K. D. Bock and P. T. Cottier, Eds., 392 pp., $8.12 ap- 
proximate, Springer-Verlag, 1960. 
Another CIBA symposium, with 38 participants trom 
many countries. The interchange of ideas makes fasci- 
nating reading. 


Cerebro-Spinal Fluid Dynamics in 

Health and Disease 

By David Bowsher, M.D., 80 pp., $4.75, Charles C. 
Thomas, 1960. 


For neurosurgeons especially. Pediatricians managing 
hydrocephalus would find it valuable too. 


1076 S. Beretania St., Phone 52-587 


WILLIAMS MORTUARY 


“CHAPEL OF THE CHIMES” 


OVER A CENTURY OF SERVICE 
“Service measured not by gold but by the Golden Rule” 
We Specialize in Out-of-State Shipping 
WE RECOMMEND HAWAIl PURPLE SHIELD PLAN 


National Selected Morticians, National Funeral Directors Association, 
Order of the Golden Rule, Hawaii Funeral Directors Association 


Ample Parking Adjoining Mortuary 
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new study demonstrates how 


“PREMARIN? INTRAVENOUS 


strengthens vascular 
resistance to hemorrhage 


integrity of the vascular bed 


EFFECT OF “PREMARIN” INTRAVENOUS 
ON VASCULAR INTEGRITY 


INCREASES ACID 


MUCOPOLY- LENGTHENS 
SACCHARIDES POLYMERS 
(chief constituents OF ACID 

of ground substance, MUCOPOLY- 
the matrix surround- SACCHARIDES 


ing blood vessels) 


SHIFTS SOL-GEL EQUILIBRIUM OF GROUND 
SUBSTANCE TO FIRMER GEL STATE 


PROMOTES VASCULAR RESISTANCE | 
TO HEMORRHAGE 


Schiff and Burn* show that extravascular action increases 


A newly developed method of staining 
acid mucopolysaccharides has provided 
objective evidence that one injection of 
‘‘Premarin’’ Intravenous (conjugated 
estrogens, equine) strengthens the vas- 
cular bed and reinforces the capillaries 
and arterioles by promoting ‘‘gelling’’ 
of the ground substance in and around 
the vessel walls (see chart). 


The increased vascular resistance, com- 
bined with the action of ‘‘Premarin’’ 
Intravenous in accelerating coagulation, 
produces the exceptional control of: hem- 
orrhage repeatedly observed in a wide 
range of clinical applications. 


“PREMARINe INTRAVENOUS 
the physiologic hemostat 


controls bleeding promptly, safely —in 
both males and females — often within 
30 minutes to 1 hour after a single 20 mg. 
injection...in spontaneous hemorrhage — 
pre- and postoperatively in all types of 
surgery 


tA new brochure entitled “A Current Report on Hemor- 
rhage Control with ‘Premarin’ Intravenous,” giving 
latest information on mechanism of action, clinical ex- 
perience, and complete data, is available on request. 


*Schiff, M., and Burn, H. F.: A.M.A. Arch. Otolaryng. 
73:43 (Jan.) 1961. 
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Although intravenous injection is recom- 
mended, ‘‘Premarin’’ I.V. may be adminis- 
tered intramuscularly to patients in whom 
intravenous injection may prove difficult, par- 
ticularly in small children. Full details on 
dosage and administration may be found in 
the package insert. 


Supplied: ‘‘Premarin’’ Intravenous (conju- 
gated estrogens, equine )— No. 552— Each pack- 
age provides: (1) One ‘‘Secules’ containing 
20 mg. of estrogens in their naturally occur- 
ring, water-soluble conjugated form, expressed 
as sodium estrone sulfate (also lactose 200 mg., 
sodium citrate 12.5 mg., and dimethyl poly- 
siloxane 0.2 mg.) ; and (2) One 5 ee. vial sterile 
diluent with phenol 0.5% and disodium ecal- 
cium versenate 0.01%. 
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Carnation Company ....... 19 
10 
Hawaii Medical Service Association...........................- 56 
82, 83 
Mead Johnson 100 
Mesck, Sharp 17 
O'Leary, Lydia, of 24 
Pacific West Distributors, Ltd...........................-......----- 24 


Pali Medical Bldg 


Our “Angels” 


Page 
Pfizer Laboratories..Insert (between pages 20 and 21), 21 
Pharmaceutical Manufacturers Assn. .............-............ 89 
Professional Machine Accounting, Hawaii.................. 87 
30 


Robins, A. H. Co., Inc. 
Insert (between pages 10 and 11), 11, 27, 85 


29 
31 
Security Diamond Company ..............-.---------------------+- 79 
Star-Bulletin Printing Co., 71 
95 
Von Hamm-Young Co., Ltd.................-....-.----------- 24, 98 
Wesson Oil & Snowdrift Co....................-...-..----+-- 64, 65 


Winthrop Laboratories 


AYERST LABORATORIES 


PHARMACEUTICAL SERVICE IS OUR BUSINESS 
AND 


For prompt, accurate and courteous service 
we recommend you see or contact the following: 


MASSENGILL CO. 


Terry Walsh .................. 251-354 Charlie Thompson .......... 34-019 Doug Dauterman ......... 241-339 
Jimmy Matsude ....... anit 83-864 
” ORTHO PHARMACAL SQUIBB & SONS 

CIBA PHARMACEUTICAL Bill Anderson .................. 252-961 H. E. Petersen...............- 30-577 
PRODUCTS PARKE, DAVIS & CO. H. B. Urashima................ 256-751 

OR. Bob Peterson... 269-964 

HOFFMAN LA ROCHE, INC. Don Wacker ................ 252-258 | LABORATORIES 

se 62-708 ROBINS CO. Chaunce Bastyr .............. 255-366 
MEAD-JOHNSON & CO. WINTHROP PRODUCTS 

Eorl Griffith 587-737 Ralph Pender, Jr............ 269-845 

E. W. Sandison .............. 587-737 SCHERING CORP. Orin Ruhlow .................. 40-664 


Vern Jowers 


Call DRUG DEPT.— Phone 63-641 
VON HAMM-YOUNG MERCANTILE CO., INC. 


SEARLE & CO. 


Vernon Sciocchetti 
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AN AMES CLINIQUICK® 
CLINICAL BRIEFS FOR MODERN PRACTICE 


Quality of diabetic control & 
Quantitation of urine-sugar 


In the diagnosis of diabetes, the urine-sugar 
test may be little more than a screening adju- 
vant. But in the everyday management of 
diabetes, the urine-sugar test is the most prac- 
tical guide we have.' Routine testing, however, 
should not only detect, but also determine the 
quantity of urine-sugar. Quantitative testing is 
essential for satisfactory adjustment of diet, ex- 
ercise and medication. Furthermore, day-to-day 
control of diabetes is in the patient's hands. 
Quality of control is thus best assured by the 
urine-sugar test which permits the most accu- 
rate quantitation practicable by the patient. 


Cuinitest® permits a high degree of priictical accuracy and is very convenient.? Its clinically stand- 

ardized sensitivity avoids trace reactions, and a standardized color chart minimizes error or 

indecision in reading results. Cuinitest distinguishes clearly the critical %4%, 2%, %4%, 1% and 

2% urine-sugars. It is the only simple test that caf show if the urine-sugar is over 2%.* Your nurse 

or technician will appreciate these advantages; your patient on oral hypoglycemic therapy will find 

them helpful. Furthermore, Cuinitest may be a vital adjunct in the management of the diabetic 
’ child or the adult with severe diabetes. 


(1) Danowski, T. S.: Diabetes Mellitus, Baltimore, Williams & Wilkins, 1957, p. 239. (2) McCune, W. G.: M. Clin. 
North America 44:1479, 1960. (3) Ackerman, R. F., et al.: Diabetes 7:398, 1958. 


FOR PRACTICAL ACCURACY OF URINE-SUGAR QUANTITATION 


Standardized urine-sugar test...with 


COLOR-CALIBRATED GRAPHIC ANALYSIS RECORD 


@® A line connecting successive urine-sugar read- 
ings reveals at a glance how well diabetics are 
cooperating. Each Cuinitest Set and tablet se- 


BRAND - Reagent Tablets _fill contains this physician-patient aid. —o1s6: 
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approach to 
weight control 


METRECA 


RAND 


DIETARY FOR WEIGHT CONTROL 


clinical evidence continues 
to provide reassuring answers 
to pertinent questions 


is Metrecal safe? 

Metrecal has been used in a wide variety of 
medical disorders, including advanced stages 
of coronary and hypertensive heart disease, 
peptic ulcer, cirrhosis of the liver, diabetes mel- 
litus and patients with extensive rheumatoid 
arthritis on steroid therapy. “No serious com- 
plications were observed.”! 

Metrecal contains no drugs. It “frees the phy- 
sician and the patient from the undesirable 
crutch of the anorexigenic drugs, the metabolic 
stimulants, and the hydrophilic colloids.”! 


is Metrecal effective? 


In long-term Metrecal studies of 101 patients, 
“...the average weight loss was 6.2 pounds in 
the first week, 4.5 pounds in the second week, 
3.7 pounds in the third week and then 2.1 to 
3.5 pounds per week from the fourth through 
the sixteenth week.” 


In a 12-day study of Metrecal used as the sole 
source of calories, “the average weight loss for 
the 100 subjects was 6.5 pounds, or 3.9 per 
cent of the initial body weight.” 


Available in powder and liquid forms 
in a variety of flavors j 


references: (1) Roberts, H. J.: Effective Long-Term 
Weight Reduction — Experiences with Metrecal, Am. J. 
Clin. Nutrition 8:817-832 (Nov.-Dec.) 1960. (2) Antos, 
R. J.: The Use of a New Dietary Product (Metrecal) for 
Weight Reduction, Southwestern Med. 40:695-697 ( Nov.) 
1959. (3) Tullis, I. F.; Allen, C. E., and Overman, R. R.: 
Simple Effective Weight Reduction: A Clinical Study, 
Scientific Exhibit, 6th Internat. Cong. Int. Med., Basel, 
Switzerland, Aug. 24-27, 1960. 41261 
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